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Preface 


About the Center for the Study of Social Policy 

The Center for the Study of Social Policy is a non-partisan, non-profit research 
and technical assistance organization located in Washington D.C. and with an 
office in New York City Our mission is to develop public policies and practices 
that strengthen families and communities to produce equal opportunities and 
a better future for all children. 

About the Policy Matters Project 

The Policy Matters project provides coherent, comprehensive information regarding the 
strength and adequacy of state policies affecting children, families, and communities. 
The project seeks to establish consensus among policy experts and state leaders 
regarding the mix of policies believed to offer the best opportunity for improving 
key child and family results. A series of policy briefs, policy papers, guides for self- 
assessment, and 50-state comparative reports are produced through this work. The 
project focuses on seven core results: school readiness, educational success, family 
economic success, healthy families, youth development, family relationships, and 
child safety and well-being with permanent families. We believe these seven core 
results comprise one composite family-strengthening policy agenda, emphasizing 
the importance of both individual results and the interaction of multiple results. 

About This Paper 

The paper that follows presents a framework for policy options aimed at achieving 
a core result: safety and well-being for children with permanent families. 

Although there are many systems, policies, and programs that affect this outcome, 
this paper focuses primarily on state child welfare agencies and their partners, which 
include the courts and systems responsible for health, mental health, education and 
other related services. In Section I, the paper provides background on the challenges 
faced by children and families involved with the child welfare systems, and the 
challenges these systems face in trying to serve them. Section II of this report 
provides a conceptual framework and logic model that illustrate the connection 
between the desired outcomes for children and the policy recommendations in this 
report. Section III defines these policy recommendations in detail, including the 
available research and practice evidence that informs these recommendations. 


Taken together, we believe that the policies identified here present a powerful and 
compelling policy agenda for improving child safety and well-being as part of 
permanent families. Over time, we will continue to improve the recommendations 
as additional research and practice evidence is available. Future policy options may 
be modified to allow consistent tracking of state progress and to overcome data 
limitations. Thus, this paper presents a preliminary set of policy options. 

A goal of the Policy Matters work is to assess states’ progress toward recommended 
policy options. The framework helps states think strategically about policy decisions 
that improve the safety, permanence, and well-being of families, and is designed to 
provide policy support and feedback to those interested in promoting improved 
outcomes for children and families. 


Policy Matters: Setting and Measuring Benchmarks For State Policies 


Introduction 

BACKGROUND 


All children deserve the opportunity to develop and grow as part of a safe and 
nurturing family, and research shows that caring family relationships are critical 
to achieving positive outcomes for children. At times, however, parents face 
overwhelming challenges in their lives and need help to provide adequate care 
for their children. If parents receive timely and quality support during these times, 
children are more likely to experience safety and well-being, and families are more 
likely to remain intact. If no such help is available, however, temporary setbacks can 
become major crises. Child welfare systems play a major role in providing critical 
assistance to families in need. While these systems face significant challenges, major 
opportunities exist for adopting state policies that can help improve the key factors 
that impact child-safety and well-being: safe and strong families, supportive 
communities, and effective systems. 


Key Factors Affecting Children 

Three primary factors are critical to achieving positive results for children involved 
with the child welfare system: safe and strong families, supportive communities, 
and effective systems. These factors serve as the organizing framework for the policy 
recommendations in this report. 
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Safe and Strong Families 

Research shows that children are most likely to thrive in their own families. At the 
same time, children involved with child welfare systems usually experience a variety 
of risks, and their families often experience multiple risk factors, such as substance 
abuse, mental illness, inadequate housing, and domestic violence. To reduce the 
harm these risks and vulnerabilities pose to children, children benefit when families 
can develop enhanced factors that increase the health and well-being of children, 
and serve as buffers against stress. Research confirms that a range of supports can 
help families care for their children more effectively. 

When out-of-home placement is necessary, children fare better if family connections 
are maintained. This can be accomplished through measures such as placing children 
in the care of willing and able relatives (including kin with whom children have 
close emotional relationships), keeping siblings together, and frequent parental 
visitation. To promote permanence and well-being, the priority is on safely 
reunifying children with their parents as quickly as possible. When reunification 
is not possible, safety and permanence with a strong kin or adoptive family becomes 
critical. To promote safe and strong families, this report includes numerous policy 
recommendations focused on building the capacities of parents and other caregivers 
and enhancing developmental opportunities for children involved with the child 
welfare system. 

Supportive Communities 

In this report, community is defined as not only a geographic space, but also as a 
network of neighbors, service providers, and advocates who help represent and serve 
the needs of families involved with the child welfare system. As such, supportive 
communities are essential to the safety and well-being of children as part of 
permanent families. A family’s community plays a significant role in determining 
its access to resources. This is especially true for families in poverty, who are more 
reliant on immediately accessible resources in their community. To this end, this 
report identifies opportunities for child welfare agencies to develop partnerships 
within communities to help define and deliver needed services in a manner best 
suited for local children and their families. 

Effeetive Systems 

All children and families are affected by public systems, including education, health, 
and economic support systems, and the effectiveness of these systems is essential to 
the safety and well-being of families. Families involved with child welfare systems are 
especially vulnerable to other powerful public systems — including police, courts, 
and child welfare agencies — and therefore are especially vulnerable to how 
responsive, effective, and well-managed these systems are, and how well they work 
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together. Similarly, child welfare systems are subject to powerful forces, including a 
large and complex body of state and federal requirements, major funding challenges, 
and extremely high public expectations for achieving positive results with a very 
vulnerable population. 

Elements key to system performance discussed in this report include the quality of 
decision-making processes and the role of families in these decisions, the effectiveness 
of courts, the competence and stability of the child welfare workforce, and the ability 
to hold the system accountable for treatment of and consequences to children and 
families. In discussing systems outside of child welfare agencies, this report only 
examines system components directly relevant to key child welfare functions. 


Societal and Systemic Challenges Faced by Families 

The environment in which child welfare systems operate is further complicated by 
multiple societal and systemic challenges faced by families, and these challenges 
must be taken into account in order for state policy changes to positively impact children. 

Poverty 

Children who grow up in poverty are more likely to come to the attention of child 
welfare than those who do not — in part this is due to the additional stresses that 
dealing with poverty places on parents and children. The hardships associated with 
economic deprivation present child welfare systems with the significant challenge 
of separating the concept of neglect from a parent’s inability to provide for their 
children’s material needs. As such, the policy recommendations in this report 
highlight the critical role of economic assistance that, if targeted appropriately, can 
provide parents the crucial resources needed to maintain their families intact and 
nurture their children. 

Racial Bias 

A mounting body of evidence is revealing significant racial bias inequity in the 
treatment of families of color by child welfare systems. For example, research shows 
that African American families are no more likely to abuse or neglect their children 
than white families, yet African American children in circumstances comparable to 
white children are more likely to be removed from their parents by child welfare 
systems and courts. Based on these findings, the policy recommendations in this 
report aim to assist policymakers in identifying bias in how African American, Native 
American, Latino and other children and families of color are treated and to hold 
systems accountable for treating all children and families fairly and effectively 
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Interaction of Multiple Systems 

Families experiencing crises in caring for their children often face multiple challenges, 
and are likely to need many a variety of assistance from more than one program, 
agency or service system. Often, children and families slip through the cracks — 
systems simply do not respond to their needs, exacerbating risks and failing to 
strengthen the factors that help children thrive. When multiple government agencies 
do become involved, these vulnerable families typically experience a tangled (and 
sometimes counteracting) web of requirements, directives, contacts, and services. 

As policy makers seek to improve the lives of children and their families, the 
responses of these complex systems and underlying policies must be coordinated 
and focused on achieving results. 


The Approach Taken in this Report 

In light of the factors affecting children and the challenges of the system intended to 
help them, this report aims to present both a broad framework for developing policy 
as well as specific policy recommendations. It focuses on state level as a critical point 
of influence for policymakers and advocates who are concerned with child well- 
being, and uses a structured set of criteria for defining policy recommendations. 

Policy is defined here as statewide directives that drive critical decision-making 
processes, resource allocations, program implementation, and practice models related 
to the child welfare system. Policy is at times set by the executive branch through 
administrative directives, regulations and budget allocations; by the legislature through 
laws, appropriations, and oversight; and by the judiciary through court rules and 
allocation of judicial resources. 

Focus on State Policy 

This report focuses on opportunities for improving state policies. Although the 
federal government wields tremendous influence by developing directives and 
providing funding, and local governments in some states play a critical role in 
implementing child welfare policies and programs, child welfare policy is largely 
shaped by state policy. At the state level, policy makers define the services available 
for children and families, ensure that diverse systems work together in a coordinated 
fashion, and hold public agents accountable for achieving results within these systems. 
In addition, state policy makers provide incentives and resources to advance practice 
innovations, authorize expansion of exemplary practices, and provide safeguards to 
ensure the effectiveness of services for children and families is maintained. 
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Criteria for Selecting Recommended Policies 

The policies described in this report represent a beginning set of recommendations 
for improving outcomes for children and families who come to the attention of the 
child welfare system. The recommendations are not exhaustive but attempt to define 
a select set of policies that research indicates will contribute to improved child safety 
and well-being as part of permanent families. The following criteria guided the 
selection of policies with the strongest potential for improving well-being for 
children and their families. The policies: 

1. Demonstrate effectiveness in research, evaluation, or other studies; 

2. Are supported by collective wisdom of practitioners from the field; 

3. Address children and families with the poorest outcomes; 

4. Possess sufficient scope and scale to address the outcome; 

5. Are politically and administratively feasible; and 

6. Are compatible with the values and assumptions of a family-strengthening perspective. 

When selecting policies for this report, special consideration was given to the quality 
of evidence supporting their effectiveness. Significant challenges exist. First, research 
and evaluation typically focus on the effectiveness of programs or practice models, 
not the policy that governs those models. Therefore, this report generally presents 
evidence supporting program or practice, then aims to identify the state policies that 
support the adoption, expansion, or enhancement of the program or practice. 

This report also recognizes that evidence exists in different forms. The evidence cited 
falls into three main categories. 

• Rigorous statistical research consists of the most scientifically defensible 
evidence, which is derived from evaluations that use control groups, randomly 
assigned participation, and tests of statistical significance. Research of this sort 
is rarely available in the field of child welfare, in part because of the complex 
variables that affect every case and because true random assignment is often 
ethically prohibited. Where scientifically rigorous research is available, it is 
important to exercise caution when interpreting and generalizing findings to 
entire populations involved with child welfare systems. 

• The second category of evidence cited in this report includes non- scientific, 
evaluative research. This category includes statistical research and studies that 
demonstrate success in operational programs or services, though they do not 
meet scientifically rigorous standards of evidence. Studies of this sort often 
present comparative data, information about program elements, and/or cost 
considerations that are relevant to existing policy and practice environments. 

This category of research also may also include extrapolations based on rigorous 
evidence gathered in related fields such as mental health or child development. 
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• The third category of research consists of practice-based evidence that reflects 
the best thinking of on-the-ground experts based on in-depth experience, field 
observation, and lessons learned. 

The policy recommendations in this report are informed by evidence of all types, 
and the supporting evidence for each recommendation is explicitly and transparently 
identified. 

For each recommendation, multiple policy options are presented to illustrate varying 
approaches that states may take in pursuing a policy. In some cases, individual policy 
options presented are discrete alternatives, and guidance is provided regarding which 
alternative is considered most effective. In other cases, the policy options listed are 
additive, meaning that more than one can be pursued simultaneously, and in these 
cases pursuing the greatest number of options available is considered the most 
effective course. 

Challenges of Implementation 

Effective implementation of a state policy can be as important as the policy itself. 
Some of the keys to implementation that must be addressed for state policies to have 
the intended impact include: 

• Financing, 

• Agency and professional workforce capacity and leadership, 

• Quality service delivery (including program flexibility and local decision making), 

• Public information and outreach, 

• Accountability, monitoring, and data systems, and 

• Interagency collaboration. 

While this report does not include a thorough discussion of policy implementation, 
it does include selected recommendations related to each of these implementation 
challenges in certain, high priority areas. 


Federal Policy Context 

State child welfare polices exist within the framework set by several federal laws 
that guide state requirements and funding. Throughout this report, we reference 
provisions contained in federal legislation recently enacted through H.R. 6893, the 
Fostering Connections to Success and Increasing Adoptions Act of 2008 (referred 
to as “Fostering Connections”). This legislation provides new options for states to 
promote permanent homes for children in foster care and addresses some of the 
challenges that states have experienced while trying to achieve the federally 
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mandated outcomes of safety, permanency and well-being. Among other things, 
the legislation includes federally subsidized guardianship for relatives, elimination 
of the Title IV-E eligibility requirements for adoption assistance, and a state option 
to continue providing foster care assistance to youth through age 21. The legislation 
builds on over a decade of state and local experiments to achieve better outcomes 
for children in foster care, and demonstrates that state innovation can positively 
influence federal policy directions. 

Despite the welcome advancements contained in the legislation, there are still federal 
policy concerns that hinder state efforts to promote safety, permanence, and well-being 
for children in the child welfare system. Some of these concerns are discussed in the 
policy recommendations section of this report. The two most prominent concerns are 
described below. 

• Federal funding promotes foster care and adoption over keeping children safely 
with their own families. The majority of federal funding for child welfare 
is targeted toward room and board expenses for children in foster care and 
congregate care and, more recently, for exiting foster care through adoption 
and guardianship. Much smaller funding sources are available for services 
that prevent unnecessary removal of children from their families and for services 
associated with helping children return and stay home through family reunification. 
For example, such services include emergency funding to keep families together 
safely, post-adoption services, and services to treat substance abuse, domestic 
violence, and mental health issues. In 2006 the National Governors Association 
issued a policy statement calling attention to this concern and recommending 
that Congress expand the flexibility of Title IV-E funds while preserving this 
program as an open entitlement. 

• Title IV-E foster care eligibility provisions disqualify children in need. Eligibility for 
services under Title IV-E foster care is determined by a requirement referred to as the 
“look back” provision, which restricts eligibility to children with parents who meet 
the 1996 eligibility rules of the Aid to Families with Dependent Children program. 
This provision disqualifies many children in need by tying their eligibility to their 
parents’ income, which may have no bearing on children’s access to services once 
in care. Further, it uses income eligibility standards that have not been adjusted for 
inflation in over 10 years and therefore do not match current definitions of need. 

In addition, Title IV-E eligibility for members of American Indian tribes and residents 
of U.S. territories is subject to restrictive funding caps. The National Governors 
Association raised concerns regarding these provisions in their 2006 policy statement 
and called on Congress to expand eligibility to treat all children in the child welfare 
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Congress eliminated the “look back” standard for children who are adopted from 
foster care, but the linkage for children in foster care still remains. 

Although many federal obstacles still remain, the Fostering Connections legislation 
can help states make significant progress toward achieving better results for children 
and families in the child welfare system. As the federal legislation demonstrates, child 
welfare systems can make substantial progress toward better outcomes through 
effective state-level policy reform, and in turn, federal policy can take these reforms 
to a national scale. This possibility has already been demonstrated through the work 
in many of the states and counties that influenced the most recent changes at the 
federal level. For example, progress toward reducing the number of foster care 
placements in several jurisdictions strongly influenced the most recent round of 
federal changes. 

These state and county experiences — and the recently enacted federal legislation — 
illustrate that carefully crafted state policy reform can yield results within states, and 
also help to positively influence the federal policy context. As the leaders of reform, 
states interested in continuing to improve child welfare outcomes can build on and 
sustain these policy innovations for continued improvement in state and national 
trends. This report attempts to capture the lessons from existing state and community 
experiences, as well as from research conducted across the country, to make further 
progress on the outcomes of safety, permanency and well-being. Recently enacted 
federal policy options that can further this progress are also highlighted. Finally, a 
comprehensive set of policy recommendations are summarized in Section III. 
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Introduction 

A FRAMEWORK FOR STATE POLICY 


Key Definitions 

Definition of Policy 

This report defines policy as state-wide directives that drive critical decision-making 
processes, resource allocations, service delivery, and practice models related to the child 
welfare system. Policy is at times set by the executive branch through administrative 
directives, regulations and budget allocations; by the legislature through laws, 
appropriations, and oversight; and by the judiciary through administrative rules, 
allocation of judicial resources, and orders. 

Definition of Benchmarks 

In this report, a benchmark is defined as a point of reference from which 
measurements may be made, and/or something that serves as a standard against 
which others may be measured. Benchmarks convey not only the general idea of 
measurement but also set an explicit standard for performance. Where indicators 
measure a change in a result or condition (e.g., increases in age-appropriate child 
immunization rates), benchmarks measure such changes against an established 
standard. Consequently, benchmarks make possible certain judgments about 
the success or failure of a measured change that indicators alone do not. 
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For example, some children placed in foster care with a relative may be better served if 
their foster parent becomes a permanent legal guardian. All states provide subsidies to 
foster parents, but states may set subsidies to permanent guardians at a rate lower than 
that applied to foster parents. This inconsistency can create a challenge when a foster 
parent wishes to become a permanent legal guardian, as they may face a reduction in 
(or, in some cases, a complete loss of) needed financial assistance. Therefore, a policy 
discussion must not only examine whether guardianship subsidies are available, but 
also whether they are offered at a rate equal to or greater than foster care payments, 
which represent a standard or benchmark against which guardianship subsidies can 
be measured. 


Policy Logic Model 

The following policy logic model illustrates the conceptual framework for the policies 
that are recommended in this report related to safety and well-being for children as 
members of permanent families. This desired result is dependent on three conditions 
that evidence shows can be influenced by state policy: safe and strong families, 
supportive communities, and effective systems. 


Policy Logic Model for Improving Child Welfare 


Result 


Safety and 
well-being 
for children ^ 
as members 
of permanent 
families 


Outcomes 


Safe and strong families 


Supportive communities 


Effective systems 


< 


State Policy Areas 

1. Family Supports 

2. Preserving and Reunifying Families 

3. Lifelong Family Connections 

4. Support for Kinship Care Giving 

5. Adoption 

6. Family Foster Care Resources and Support 

7. Well-Being of Children Who Experience Out-of-Home Placement 

8. Youth in Transition to Adulthood 


9. Community Decision Making Partners and Service Delivery 


< 


f Decision Making Systems 

10. Effective Assessment and Case Planning 

11. Monitoring and Oversight Systems 

12. Racial Equity Promotion 

Court Systems 

13. Problem Solving Courts and Court Improvement Strategies 

14. Timely and Qualified Legal Representation 

Agencies 

15. Interagency Collaboration 

16. Skilled and Stable Workforce 


Implementation 

Characteristics 


Adequate and Agency workforce 

flexible financing capacity and leadership 


Results accountability/ 
Child-based outcomes 


Quality service 
^ delivery ^ 


Public information 
and outreach 


Interagency 

collaboration 
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The most important message conveyed by this logic model is that in order to 
improve safety and well-being for children as part of permanent families, states must 
pursue a comprehensive set of strategies that focus on results. This report provides 
an inventory of policies that evidence indicates contribute to better results for 
children. However, it does not assess or rank the relative capacity of individual 
policies to impact results. Neither does it suggest priority strategies or criteria for 
selecting priorities within a state’s existing policy context. 


A New Online Resource Available: PolicyForResults.org 

To assist state policymakers in selecting policy priorities informed by data and evidence 
and appropriate to state economic and political realities, the Center for the Study of 
Social Policy offers a set of online tools available at www.PolicyForResults.org. This 
interactive website provides a commonsense approach for: 

• Identifying strategies for tough economic times including guidance on effective 
financing, budgeting and policy approaches to protect vulnerable families; 

• Adopting results-oriented policies with evidence of effectiveness; 

• Helping governors, state legislators and other state policymakers decide what 
works best for their individual states to achieve results; and 

• Using data to monitor child and family well-being and inform policy decisions. 

The website will provide policymakers useful information about: 

• Policy options, 

• Success stories from other states, and 

• Research and hands-on tools for making effective policy decisions. 

Policy guidance will focus on a variety of areas affecting child and family well-being, 
including child welfare, educational achievement, family economic success, juvenile 
detention, and others. 
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I. SAFE AND STRONG FAMILIES 



Safe and Strong Families 


Policy Area 1 . Family Supports 

All families — including birth families, kin, adoptive families, and foster families — 
experience challenges raising their children, and most need support at times. Often, 
families are able to find the support they need within their own informal networks of 
relatives, friends, neighbors, faith communities, and community-based organizations. 
However, if these informal supports are not available or adequate to counter the risks 
that children and families experience, families need access to a richer array of 
resources for protecting and providing for their children. 

Parents who become involved with the child welfare system are more likely than 
others to experience poverty, substance abuse, mental health problems, inadequate 
housing, domestic violence, or a combination of these problems. Children are more 
likely to have emotional, behavioral, physical or other disabilities. Policies and 
services that help families address these conditions can in turn improve their 
capacity to meet their children’s developmental needs. 

Research has determined that investment in evidence-based support for families 
experiencing difficulty caring for their children helps to improve child safety and 
well-being. Access to assistance that strengthens the capacity of parents and other 
caregivers produces benefits that ripple through the lives of many children. With 
adequate public investment in the effective supports described in this section, 
families often are able to care for their children without further services, and child 
abuse, neglect and other negative outcomes are prevented. 
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1.1 Investment in evidence-based prevention. 

Federal and state funding is tipped overwhelmingly toward remediation of family 
problems rather than prevention. Investing in services and supports for at-risk 
families and their children targets scarce resources to those most likely to need them. 
Focusing spending on research-informed practices improves the likelihood that these 
families will realize benefits. Specific goals, benchmarks and ongoing monitoring are 
necessary to begin shifting investment toward family-strengthening services that 
produce positive outcomes for children. 

Requiring investment in evidence-based services. In 2003, the Washington State 
Legislature directed the Washington State Institute for Public Policy to examine the 
costs and benefits of prevention and early intervention programs for youth. The 
study concluded that some programs were effective both in improving outcomes 
for children and youth and in saving taxpayers’ money It recommended that 
policymakers invest in these research-driven, “blue chip” prevention and early 
intervention programs . In 2005, the Legislature responded by requiring that 
priority be given to child welfare funding for evidence-based prevention and 
early intervention. (2005 Wash. Laws, SB 6090, Chap. 518) 

Texas legislation requires the state child welfare agency to fund evidence-backed 
programs designed to ameliorate child abuse and neglect that are offered by 
community-based organizations . The priority for funding is programs that target 
children whose race or ethnicity is disproportionately represented in the child 
welfare system. The legislation further requires the combination of funds across 
state agencies in order to prevent placement of children in foster care. (2005 Tex. 
Gen. Laws, SB 6, Chap. 268, Secs. 164, 170.) 

Setting benchmarks for investment. In 2006, Connecticut lawmakers established 
the goal that, by 2020, at least ten percent of total recommended appropriations for 
relevant agencies be allocated to prevention services to promote the health and well- 
being of children and families. The legislation imposed reporting requirements for the 
governor, executive branch agencies and new Child Poverty and Prevention Council, 
including an annual prevention report within the governors budget that indicates the 
state’s progress toward the 2020 funding goal. (2006 Conn. Acts, HB 5254) 

Policy Options: States can promote investment in evidence-based prevention by 
adopting either or both of the following policies: 

• Require investment in evidence-based or research-informed prevention and early 
intervention programs. 

• Set targets for shifting resources from remedial services to preventive and early 
intervention services. 
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1.2 Home visiting programs. 

By helping families with young children get off to the right start, home visiting 
programs have far-reaching benefits for positive child development, increased 
parenting capacity, and reduced child abuse and neglect. Documented impacts 
include reductions in the frequency and severity of child maltreatment; enhanced 
parent-child interaction, parenting capacity, and parental functioning; improved 
access to preventive medical care; enhanced child development; and early 

9 

identification of developmental delays. Investment in home visiting programs has 
been shown to reduce costs due to foster care placements, hospitalizations and 

emergency room visits, unintended pregnancies, and other more expensive 

10 

interventions. 

A study of prevention and early intervention programs by the Washington State 
Institute for Public Policy found that some forms of home visiting programs that 
target high-risk and/or low-income mothers and children are also cost-effective, with 
a return on investment ranging from $6,000 to $17,200 per child. Of all prevention 
and early intervention programs studied, the Nurse-Family Partnership, which 
features visits by a trained nurse from pregnancy through the child’s first two years, 
produced the greatest cost savings. Controlled, randomized trials among low-income, 
racially diverse mothers demonstrated positive outcomes and cost benefits. Home 
visitation programs offer a variety of voluntary services to pregnant mothers and to 
families with new babies and young children. Structured or informal visits 
in the family’s home focus on topics such as: 

• Positive parenting practices and effective discipline techniques, 

• Child development, 

• Maternal and child health, 

• Prevention of accidental childhood injuries through the development of safe 
home environments, 

• Establishment of social supports and networks, 

• Availability and accessibility of social services and other assistance, and 

• Advocacy to help the parent, child, and family obtain the assistance they need. 

Six national home visitation models that have been evaluated include: the Nurse- 
Family Partnership, Healthy Families America, Parents as Teachers, Parent-Child 
Home Program, Home Instruction for Parents of Preschool Youngsters (HIPPY), 
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and Early Head Start. Depending on the program model, visits may be provided 
by nurses, other professional service providers, paraprofessionals or trained 
volunteers. As programs have expanded and matured, they have found that training 
and professional development, supervision, and content development are critical to 
achieving positive outcomes for families. 
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Of 42 states responding to a 2001 survey regarding home visiting activities that was 
sponsored by the Commonwealth Fund, 37 states reported state-based programs, 
and three more states provided state-level assistance to help local visiting programs. 

Policy Options: States can authorize and fund home visiting services using 1, 2, or 3 
of the following standards of eligibility: 

• Home visiting services with evidence-based components are available from 
pregnancy until the child is at least two years of age. 

• Home visiting services with evidence-based components are available statewide 
to all low-income mothers. 


1.3 Parenting education and training. 

The term “parenting training” is used to describe an array of services provided to 
improve parenting. With an estimated 800,000 families participating annually, 
parenting training is thought to be the single most commonly provided service for 
families. Services may be voluntary or court-ordered, and completion of a training 
program is often accepted by courts as evidence that parenting is improving. 
Participants often include: 

• Families who have been reported to the child welfare system and investigated for 
child abuse and neglect, but screened out; 

• Families involved with the child welfare system working to retain or regain 
custody of their children (family preservation or reunification); and 

• Reunified, adoptive or guardianship families receiving post-permanency services 
to meet child-rearing challenges. When they incorporate key components, 
parenting education and training programs are shown to improve parenting 
effectiveness and protective factors for children. Recent research found that 
programs with certain characteristics are successful in helping parents deal with 
child conduct problems, improving parenting behaviors, and reducing child 
behavioral difficulties, and that changes are retained over time. 

A study in Oklahoma of one model of parenting education and training, parent- 
child interaction therapy, revealed improved outcomes for physically abused 
children, much lower reoccurrence of harm, and cost effectiveness. 

Although parenting training is very common, an extremely small portion of programs 
have been evaluated, and only one percent of child welfare agencies require use of 
a specific program model. Successful programs avoid a one-size-fits-all approach. 
Instead, they match parenting education with the developmental needs of children, 
tailor activities to problems identified by parents, and feature parent-child 
interaction. They also: 
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• Require completion of behaviorally specific homework each week, 

• Require frequent behavioral practice during sessions, 

• Monitor individual progress, 

• Involve at least 15 hours of individual or 25 hours of group participation, 
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• Include relatively intense supervision, and 

• Include hands-on learning with the child. 

Evaluated models include The Incredible Years Parents Management Training from 
the Oregon Social Learning Center, Parent Child Interaction Therapy used in 
Oklahoma, and Safe Care. 

Policy Options: States can promote the use of evidence-based parenting education 
and training by adopting one of the following policies (listed in order of increasing 
effectiveness): 

• Require the use of evidence-based parenting education and training programs 

• Require and monitor the use of evidence-based parenting education and training 
programs 


1.4 Respite and short-term crisis care. 

Respite care services provide temporary relief for caregivers in stressful situations 
by offering short-term care of children who have disabilities or chronic or terminal 
illnesses, who are at risk of abuse or neglect, or who have experienced abuse or 
neglect. Crisis care services — often called emergency respite or crisis nurseries — 
are a unique form of respite offered any time of the day or night when families 
are facing a crisis and no other safe childcare options are available."" Respite care 
typically lasts from a few hours to a few weeks. Respite providers may be family 
members, friends or neighbors, community recreation programs, child care 
providers, home health aides, family resource centers, or community service 
providers. Additionally, respite and crisis care providers may offer supports 
to minimize the likelihood of future crises, such as parenting training, referrals 
to other programs, and after-crisis services for children and parents. 

Rigorous research documents the success of crisis respite services in protecting 
children and keeping families together. Control group studies show that children 
receiving short-term, crisis respite services experience fewer substantiated incidents 
of maltreatment, fewer placements in foster care, and fewer out-of-home placements 
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due to emotional and behavioral disturbance. 

Some states include respite care as a component of support systems targeted 
specifically to kinship caregivers, foster parents, and adoptive parents. At least seven 
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states provide respite care to either all foster parents or those caring for children with 
special needs. In Minnesota, adoptive parents are eligible for up to 504 paid hours 

r . 26 

oi respite care per year. 

Caution is necessary, however. Over time, many child welfare agencies have come to 
rely on crisis shelters to house children who have been removed from their families 
when immediate placement with kin or a foster family is not available. In these 
jurisdictions, what was intended as short term respite care has come to be used as 
congregate care placements for children in the custody of child welfare agencies. 
Research shows that shelter and other congregate care for infants and toddlers is 
damaging to brain development, and several jurisdictions have prohibited placement 
of young children in crisis nurseries and shelters. (See Policy 5.4 — Prohibition of 
congregate care for young children.) 

Policy Options: States can authorize and fund respite care using 1, 2, 3, 4, or 5 of the 
following eligibility criteria for families experiencing stress in caring for their 
children: 

• All parents and caregivers of children who have disabilities, 

• All parents and caregivers of children at risk of abuse and neglect, 

• All foster parents, 

• All kinship caregivers, 

• All adoptive parents of children who have been involved with the child 
welfare system. 


1 .5 Navigators to connect families with services. 

Building on the well-documented success of health care navigators, emerging studies 
indicate that navigators also can help families obtain the assistance they need to 
effectively care for their children. Navigator programs help parents and other 
caregivers find their way through the complicated web of public and community 
service systems to access needed supports and resources. Through face-to-face and/or 
phone interaction, navigators educate parents about services that are available and 
help them gain access to assistance. Many jurisdictions are utilizing peer navigators, 
who are themselves current or veteran service consumers. 

In other fields, navigator programs have been used to help individuals navigate 
cancer treatment, other medical care, long term care, vocational rehabilitation, 
and mental health treatment. Rigorous health care research has demonstrated that 
navigators can improve early intervention and treatment for patients, including 
those from low-income households and cultural or ethnic minorities. 
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Less rigorous research has been conducted of navigator programs that support 
families experiencing difficulties caring for their children, but promising studies are 
emerging. A study of two Washington State pilot projects indicated that navigator 
services significantly reduced kinship caregivers’ needs. Both Ohio and New Jersey 
have statewide navigator programs to help kinship caregivers to access benefits and 
services. Based upon the success of these programs, $5 million per year is set aside 
for Kinship Navigator programs through The Family Connections grants recently 
authorized in the federal Fostering Connections legislation. This competitive grants 
program is accessible to state, local, and tribal child welfare agencies and non profits 
that work with children in foster care or kinship care. 

Vermont’s 360 Project, which provides navigators for parents who have disabilities, 
reports that fewer than 5 percent of participating parents with developmental 
disabilities have had their parental rights terminated, compared to the estimated 
national rate of 50 to 80 percent. 

Policy Options: States can pursue either or both of the following options: 

• Authorize and fund navigator services using either or both of the following 
eligibility criteria for caregivers: 

- All parents who have disabilities or whose children have disabilities 

- All kinship caregivers 

• Encourage state, local and tribal child welfare agencies, as well as private 
agencies with experience working with child welfare families, to apply for 
funding through the Family Connections grants authorized through the 
Fostering Connections legislation. 


1.6 Family economic supports. 

Families whose children are at risk of child abuse and neglect often face serious 
financial challenges. In 1996, children living in families with less than $15,000 in 
annual income were 22 times more likely to be abused or neglected than children 
in families with incomes of $30,000 or more. Policies that increase family economic 
success can directly impact families’ capacity to help their children meet key 
physical, emotional, social and cognitive developmental milestones. A range 
of policies that help adult family members obtain family- wage jobs with benefits 
and accumulate assets are outlined in the Policy Matters publication, Improving the 
Economic Success of Families. 

An estimated 70 to 90 percent of children who remain with their families while 
receiving child welfare services are members of families who qualify for and receive 
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cash assistance. Special efforts are necessary to connect these families with financial 
success strategies and assistance. For example, the Effective Systems section of this 
report describes policies that support coordinated or integrated eligibility 
determination and application for benefits. In addition, comprehensive family 
assessments such as those conducted by the Illinois Department of Children and 
Family Services identify financial factors that challenge parents’ capacity to care for 
their children, including parental unemployment and economic loss. The assessment 
provides information for tailoring a case plan that includes strategies for improving 
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family economic well-being. (See Effective Systems, Policy 9.1. Individualized 
and comprehensive assessments and planning) 

Other strategies for connecting families involved with the child welfare system 
with economic supports were institutionalized by the El Paso County, Colorado, 
Department of Eiuman Services. The Department developed a range of strategies for 
removing barriers between the child welfare program and Temporary Aid for Needy 
Families (TANF), including ensuring that every family coming to the attention of the 
child welfare program is screened for participation in the TANF program. Both child 
welfare and TANF staff work with families to help them obtain financial assistance 
if needed and to strengthen family earning capacity. 

Policy Options: States can authorize and fund family economic supports using 
1, 2, 3 or 4 of the following approaches: 

• Assess economic needs of families identified by the child welfare system, 

• Use flex funds to provide concrete assistance when other sources of support 
are not available. 

• Facilitate application for financial assistance, 

• Connect families with Temporary Assistance for Needy Families (TANF) 
and other programs that can help them achieve economic success. 
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Policy Area 1 : Family Supports Summary of Policy Options 


Policy Area 

Key Feature 

1 . 1 Investment in 
evidence-based 
prevention 

Promote investment in evidence-based prevention 
by adopting either or both of the following policies: 

• Require investment in evidence-based or research-informed 
prevention and early intervention programs. 

• Set targets for shifting resources from remedial services 
to preventive and early intervention services. 

1 .2 Home visiting 
programs 

Authorize and fund home visiting services using 1, 2, or 3 
of the following standards of eligibility: 

• Home visiting services with evidence-based components are 
available from pregnancy until the child is at least two years of age. 

• Home visiting services with evidence-based components are 
available statewide to all low-income mothers. 

1 .3 Parenting 

education 
and training 

Promote the use of evidence-based parenting education 
and training by adopting one of the following policies 
(listed in order of increasing effectiveness): 

• Require the use of evidence-based parenting education 
and training programs 

• Require and monitor the use of evidence-based parenting 
education and training programs 

1 .4 Respite and 

short-term 
crisis care 

Authorize and fund respite care using 1, 2, 3, 4, or 5 of the 
following eligibility criteria for families experiencing stress in 
caring for their children: 

• All parents and caregivers of children who have disabilities, 

• All parents and caregivers of children at risk of abuse and neglect, 

• All foster parents, 

• All kinship caregivers, 

• All adoptive parents of children who have been involved with 
the child welfare system. 

1.5 Navigators to 

connect families 
with services 

Identify funding for navigator services through the following options: 

• Authorize and fund navigator services using either or both of the 
following eligibility criteria for caregivers: 

- All parents who have disabilities or whose children have disabilities 

- All kinship caregivers 

• Encourage state, local and tribal child welfare agencies, as well 
as private agencies with experience working with child welfare 
families, to apply for funding through the Family Connections 
grants authorized through the Fostering Connections legislation. 

1.6 Family economic 
supports 

Authorize and fund family economic supports using 1, 2, 3 or 4 
of the following approaches: 

• Assess economic needs of families identified by the child welfare system, 

• Use flex funds to provide concrete assistance when other sources 
of support are not available. 

• Facilitate application for financial assistance, 

• Connect families with Temporary Assistance for Needy Families 
(TANF) and other programs that can help them achieve economic 
success. 
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Preserving and 
Reunifying Families 


2.1 Inventory of services and resources to keep 
families together. 

To ensure that the necessary array of services and supports are available for vulnerable 
children to thrive within their own families, policymakers need to inventory existing 
resources and determine whether services and funding are aligned with the desired 
outcomes. An accurate snapshot of state investments helps policymakers consider 
total state services and expenditures across programs, rather than examining 
individual programs in isolation. For example, an inventory might include services 
administered by the child welfare agency, the health or mental health system, the 
Medicaid program, domestic violence systems, education systems, housing authorities, 
and other entities. 

Such an analysis allows decision makers to compare the state’s investment in family 
preservation to spending for services provided out of home. An inventory and 
analysis of services and spending helps policymakers identify: 

• gaps in evidence-based services, 

• ways that available funds can be used more effectively to keep families safely 
together rather than apart, 

• areas where funding can be redirected without causing harm, and 

• services or strategies that require additional investment. 
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Probation Department, FY 2001-02 Estimated Costs for Juvenile Justice Continuum 

(4,500 children and youth in custody) 



Supervision 


Residential Treatment 


DayTreatment 


Intervention 


7,000 


5,000 


1,500 



$65,000 


Source: www.thechildrensinitiative.org/PDFa/Budget.pdf 

Rather than a one-time exercise, ongoing monitoring of service availability, 
utilization, and investment is required. Policymakers can use many tools and 
processes for ensuring routine analysis and comparison of family preservation and 
out-of-home placement. While the most effective mechanism is likely to vary from 
state to state depending on the budget process, legislative structure, legislative- 
executive branch relationships, and other factors, it is critical that this analysis be 
incorporated into routine planning and budgeting. 

Comparing utilization and funding for services to keep families together and 
for out-of-home placement. In Maryland, the legislative budget committees add 
language to the budget bill each year requesting the executive branch (specifically 
the Governor’s Office for Children) to submit data regarding the number and costs 
of out-home -placements by local jurisdiction, reasons for new placements, family 
assessment data, number of children served and costs of family preservation, and 
child abuse and neglect reports during and after family preservation services. For 
2005, there were 4,447 new entries in out-of-home care compared to 1,870 children 
served by interagency family preservation services — a ratio of 2.3 to 1. 

The following analysis from San Diego County, California, presents and compares 
expenditures for different types of services within one department and demonstrates 
that it is much more expensive to invest in restrictive and remedial programs than it 
is to support prevention efforts. 38 This same type of analysis could be conducted for 
state child welfare services and/or cross-system services. 

Comparing cross-systems expenditures for children and families. A number of local 
jurisdictions (including Philadelphia, Seattle, and the California counties of San 
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Francisco, Contra Costa, Solano, and San Diego) have used childrens budgets to 

39 

identify different types of spending for children across agencies. 

Examining how expenditures align with desired outcomes. In Contra Costa County, 
the children’s budget examines and compares the top 20 programs (including foster 
care) by gross expenditures. The budget is also organized to identify major expenditures 
that contribute to desired outcomes including family self-sufficiency, family safety, 

40 

and children ready for school. 

Policy Options: States can mandate a comparison of expenditures for safely keeping 
families together versus expenditures for out-of-home placement at one of the following 
levels of organization (listed in order of increasing value for decision making): 

• Within the child welfare system 

• Within the child welfare system and across state agencies 

• Within the child welfare system, across state agencies, and across other systems 
(such as juvenile justice and mental health) 


2.2 Intensive family preservation and reunification services. 

Family preservation programs that maintain a highly intensive service model are an 
essential component of an effective child welfare system. 41 For a number of reasons, 
repeated attempts to rigorously evaluate family preservation services have frustrated 
social scientists. The services are intended to reduce placement in foster care by 
strengthening the capacity of families to safely care for their children, but placement 
decisions are actually influenced by a complex array of factors that are difficult to 
measure. Variation among family preservation models and their implementation 
further complicate evaluation. In addition, the short-term, crisis intervention strategy 
is not intended as a stand-alone solution, and many experts consider the expectations 
for Intensive Family Preservation Services (IFPS) to be unrealistic for a single 
intervention. IFPS providers maintain that vulnerable families must be connected 
with ongoing community supports and even follow-up IFPS “booster shots.” 

Although family preservation services take many forms, intensive family preservation 
services (IFPS) incorporate specific elements designed to support families in crisis with 
children who are either at imminent risk of placement or in out-of-home placement: 

• Immediate response within 24 hours, 

• Accessibility of staff 24 hours a day, seven days a week, 

• Small caseloads (two to four families), 

• Intensive interventions (five to 20 hours per week as needed), 
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• Service delivery in the family’s home and community, 

• Usually short-term services (four to eight weeks), to be followed by other 
support services, 

• Concrete services (such as health care, housing and other tangible services) 
and soft services (such as counseling and emotional support) delivered by 
the same worker, 

• Recognition of the importance of interaction between families and 
communities, and help for families to forge those links, 

• Goal-oriented, “limited” objectives, 

• Focus on teaching skills. 

One of the latest in a long string of studies, a 2006 meta-analysis of previous 
evaluations in 14 sites, demonstrated that IFPS programs adhering to the original 
and very intensive, Homebuilders™ model prevented out-of-home placement, 
reduced subsequent child abuse and neglect, and produced positive returns on 
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public investment. In addition to the Homebuilders model, an intensive, home- 
based reunification program that incorporates group work with parents and children 
and an innovative twice-weekly support group for parents has demonstrated higher 
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reunification rates and shorter duration of out-of-home care. 

In 2006, the Washington State Institute for Public Policy reviewed randomized 
evaluation studies of IFPS programs and sorted the studies based on programs 
that incorporate the characteristics of the Homebuilders™ approach (listed above). 
The research concluded that these IFPS programs reduced out-of-home placement 
rates by an estimated 31 percent, while other programs did not significantly reduce 
placement. It also estimated that such programs produce $2.59 of benefits for each 
dollar of cost, based on reduction of placement (and associated costs) plus impacts 
on crime, high school graduation, K-12 grade repetition, test scores, and disordered 
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use of alcohol and drugs resulting from abuse and neglect. 

In 2007, the National Family Preservation Network analyzed IFPS data from state or 
private contract agencies with well-defined program models in seven states (Colorado, 
Indiana, Maryland, Missouri, North Carolina, Pennsylvania, and Washington). Six of 
the seven sites offer both intensive family preservation and reunification services. The 
IFPS programs achieved a 93 percent placement prevention rate; at the conclusion of 
services, 85 percent of children were living with their biological parent, and the others 
were living with their adoptive parent or a relative. Although some service providers 
specialized or focused on cases involving particular types of maltreatment, placement 
prevention success did not vary significantly by type of maltreatment experienced. 
Families achieved substantial progress on several domains of family functioning, 
including the families’ environment, parental capabilities, family interactions, family 
safety and child well-being. Intensive reunification services yielded positive, though 
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more mixed outcomes. Although local definitions of reunification varied among sites, 
69 percent of families were reunited. 

In 2005, Maryland’s Interagency Family Preservation Services and Department of 
Human Resources family preservation services reported that: 

• Placement was avoided for 90 percent of participating children; 

• Environment, parental capability, family interaction, family safety, and child 
well-being improved for participants in the interagency services; 

• The cost/benefit ratio for the interagency services for FY03 was 1 to 8.4; 
for every $1 spent providing family preservation services, up to $8.40 in 
placement costs was avoided. 

Many states have legislation authorizing intensive family preservation services, and 
some specify intensive family preservation services. Washington State statutes require 
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that IFPS incorporate many characteristics of the Homebuilders™ model. 

Policy Options: States can authorize and fund intensive family preservation services 
with evidence-based characteristics for the following (listed in order of increasingly 
broad impact): 

• A limited number of families with a child at imminent risk of placement 

• All families with a child at imminent risk of placement 


2.3 "Flex funds" to support families in crisis. 

“Flex funds” are relatively small amounts of funding available for workers to improve 
outcomes for individual children and families that are not subject to the usual, 
categorical restrictions. These funds enable caseworkers to keep families safely 
together by meeting the unique needs of individual children and families Flex 
funds can help strengthen or organize the family’s natural system of supports, avoid 
out-of-home placement, reunify families, connect children in foster care with kin, 
or otherwise achieve positive child and family outcomes. Caseworkers are able to 
access flex funds for a variety of material needs, such as purchasing food or clothing; 
paying rent or utilities; buying furniture, baby supplies or cleaning materials; or 
repairing an automobile needed for transportation to a job. Examples of services 
purchased with flex funds include therapeutic services, mentoring for children or 
parents, specialized parenting training, independent living services, tutoring, and 
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socially reinforcing activities. 
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An evaluation of flex funds used by the Oregon State Office for Services to Children 
and Families found that they enabled children in out-of-home care due to poverty- 
related situations to return home sooner. Flex funds also contributed to improved 
child well-being in cases that were especially difficult and involved serious circumstances. 
Families rated services purchased with flex funds as more helpful than traditional 
services; community partners approved the public agency’s ability to respond 
immediately and creatively to the needs of children; and caseworkers were convinced 
that the ability to individualize services was crucial to improving child and family 
outcomes. Caseworkers also reported that bureaucratic hurdles, delays, and 
inconsistent availability of funds could hinder the funds’ effectiveness. 

Flex funds may be limited to a maximum amount per family, and approval by a 
supervisor or committee is usually required, especially if funds requested for a child 
or family exceed a specific amount. The Oregon State Office for Services to Children 
and Families limits annual per child payments to the equivalent of the basic foster 
care payment for two months. In Maryland, the Department of Human Resources 
annually budgets $10 million for flex funds that are allocated to local jurisdictions. 

Policy Options: States can authorize and fund the use of flex funds using one the 
following funding standards (listed in increasing order of effectiveness): 

• Flex funds available up to a fixed dollar amount per child or family 

• Flex funds for each child and family available at a level equal to the placement 
costs that can be avoided. 


2.4 Shared Family Care. 

Shared Family Care (SFC) is a promising alternative to foster care, especially for 
young children. It involves the placement of a parent (usually the mother) and at 
least one young child in the home of a community member who mentors the family 
while working with a team of professionals to help the family achieve safety, 
permanency and well-being goals. Participating families are at risk of having their 
children removed or are in the process of reunifying with them. Along with hands-on 
support and guidance from mentors, families receive comprehensive services from a 
team of professionals to meet their needs and increase their social and life skills, as 
well as help them connect to community resources for ongoing support. 

Although control group studies have not been conducted, a quasi-experimental 
study found that SFC families re-entered foster care within one year at half the rate 
of families whose children were placed in traditional foster care. Three-quarters of 
participants were employed at graduation from the program compared to 36 percent 
at intake, and the average monthly income of participants increased from $520 at 
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intake to $1,100 at graduation. The overall cost of SFC is slightly more than basic 
foster care, but considerably less than treatment foster care. 

Researchers recommend more comprehensive studies of shared family care to determine 
the characteristics of families most likely to benefit, when shared family care should be 
offered, and details regarding the outcomes for participating children and parents. 

Policy Options: States can authorize and fund shared family care using either or both 
of the following eligibility criteria: 

• Shared family care is available as an alternative to out-of-home placement for 
families with a child at imminent risk of removal. 

• Shared family care is available for reunification of families with a child in foster 
care. 


2.5 Substance abuse treatment that allows children to 
stay with their parents. 

Parental substance abuse is a serious threat to family stability and child well-being. 
State and local child welfare agencies estimate that up to 80 percent of the families on 
their caseloads have substance abuse problems — an assessment supported by 2008 
national estimates that substance abuse was a factor in at least two-thirds of cases 
of children in foster care. Research indicates that with adequate parental substance 
abuse treatment, parenting support, and case supervision, children may be better 
off with parents who have substance abuse problems than in out-of-home care. 

A large body of research documents that substance abuse is a treatable public health 
problem with a wide range of cost-effective treatment solutions. At the same time, 
funding is seriously lacking for substance abuse treatment that can keep vulnerable 
families together. Of the 13 to 16 million Americans who need alcohol and 
substance abuse treatment in any given year, only 3 million receive services. Among 
female substance abuse treatment clients who are parents, 44 percent reported they 
entered substance abuse treatment in order to retain or regain custody of their 
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children. However, a 1997 study found that child welfare agencies could provide 
treatment to less than one-third of parents who needed it. Forty-six percent of 
parents with substance abuse problems involved with the child welfare system were 
neither offered nor provided substance abuse services. 

To safely preserve families with parental substance abuse problems requires a 
comprehensive policy approach that supports timely access to effective treatment. 
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A. Timely substance abuse treatment targeted to parents involved with the child 
welfare system. To help ensure that parents with substance abuse problems receive 
timely treatment needed to retain or regain custody of their children, state policymakers 
can target substance abuse treatment resources to this population and take steps to 
ensure access. Due to enormous unmet need for substance abuse services, parents with 
alcohol and other drug problems often face long waiting lists for treatment. Even when 
treatment is available, research shows that recovery takes time. Residential treatment 
programs usually recommend treatment for nine months or longer, and outpatient 
treatment requires at least six months. Studies indicate that the longer the treatment 
stays, the better the outcomes. In addition, treatment is not a one-time fix. There is 

a high probability of relapse, and repeat treatment must be available. 

At the same time, long waits for admission to substance abuse treatment programs 
coupled with the long-term nature of effective treatment often require more time 
than federally mandated timelines for termination of parental rights allow. The 
federal Adoption and Safe Families Act (ASFA) requires courts to make a decision 
regarding a child’s permanent placement within 12 months after the child enters 
foster care, and states must initiate proceedings to terminate parental rights after a 
child has been in foster care for 15 of the most recent 22 months (unless the case 
plan documents a compelling reason that filing a petition to terminate parental rights 
would not be in the best interest of the child). 

Fegislation in Ohio (Ohio Rev. Code Ann. Sec. 340.033) and New York (1999 N.Y. 
AB 7938) requires local boards and the state respectively to provide admission 
priority to drug, alcohol, and substance abuse treatment to parents whose children 
are in foster care or in jeopardy of placement. 

B. Collaborative approaches to assess and facilitate access to substance abuse 
treatment for parents. Successful models of substance abuse treatment for parents 
with children at risk often hinge on collaboration among substance abuse, child 
welfare, and other professionals. Mental health treatment is necessary for many 
individuals with substance abuse problems. Others experience health problems 
(such as HIV/AIDS), domestic violence, and/or housing issues that require a 
collaborative response. 

The Effective Systems section of this report includes a set of policy tools that support 
interagency collaboration and service delivery. (See Policy Area 14: Effective Systems, 
Interagency Collaboration) This section outlines policies that promote collaborative 
approaches to assessment of parental substance abuse problems and access to treatment. 

As part of a federal Title IV-E waiver demonstration of substance abuse treatment 
for families involved with the child welfare system, Delaware tested the use of 
multidisciplinary teams and compared outcomes with families who did not have 
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the benefit of a team approach. In each of three counties, a substance abuse liaison 
assisted child welfare workers to identify families in need of substance abuse services, 
assess their treatment needs, link them with appropriate services and provide case 
management. Children in participating families spent 34 percent fewer days in foster 
care, more cases were closed due to completion of case plans and risk reduction, and 
the average cost of foster care in the demonstration group was $11,736 compared 
to $18,149 in the control group. Over more than two years, foster care costs for 
families with substance abuse problems decreased by 18 percent, while costs for 
the control group families increased 25 percent. 

In Jacksonville, Florida, alcohol and other drug counselors are stationed with child 
protective services investigation units to assist with assessing parents’ substance 
abuse problems, referring them to services, and encouraging parents to participate 
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in treatment. 

C. Residential substance abuse treatment programs that allow children to stay 
with their parents. Comprehensive residential programs that allow women to keep 
their children with them during treatment demonstrate positive outcomes for the 
mothers and children, and promise long term savings for taxpayers. A study of 50 
federally-funded residential treatment programs that allow children to stay with 
their mothers reported impressive reductions in womens use of alcohol and drugs 
(including crack cocaine, methamphetamine, and heroin). The findings showed that 
among pregnant participants, substance abuse was lower than the rates reported for 
U.S. women in the general population. Furthermore, the programs were able to 
overcome a major barrier to treatment success by engaging parents in services; 
almost half of the clients in residential treatment said they would not have entered 
treatment if they had not been able to bring their children with them. 

Mothers in residential treatment with their children are over five times more likely 
to live with all their children after discharge than women who did not co-reside 
with their children during treatment. Other results documented for these programs 
include improvements in childrens behavioral and emotional functioning, more 
positive family relationships, reduced parental stress, and increases in the positive 
social networks that provide protective factors for children. Long-term savings are 
predicted from avoided medical treatments, child health care, welfare, and criminal 
justice system involvement. 

Although some programs limit the number and ages of children co-residing with 
their mothers, the 50 programs in the federal study did not. When possible and 
appropriate, the children’s fathers were included in the treatment protocol as well. 
Successful programs are relatively long term (generally six to twelve months); 
provide gender-specific, culturally appropriate services; feature comprehensive 


Promoting Child Safety, Permanence, and Well-Being Through Safe and Strong Families 


33 


services that are tailored to each family; and assist with transition to the community. 
The comprehensive array of services often includes: 

• health care, including pre-natal and pediatric care, medical treatment, and 
nutrition services; 

• mental health treatment including individual, group and family therapy, as well 
as play therapy and services to address children’s behavioral problems; 

• parenting training, support, and supervision; 

• vocational training, life skills education, and legal services; 

• early care and education, on-site education or coordination with community 
schools, and recreation for school-aged children. 

Family residential substance abuse treatment programs are one of the major activities 
allowable under new federal Family Connections grants, authorized through the 
Fostering Connections legislation. The program authorizes $15 million a year for 
competitive, matching grants to state, local or tribal child welfare agencies and 
nonprofit organizations that have experience working with children in foster care 
or kinship care. 

Policy Options: States can authorize and fund substance abuse services using 1, 2, 
or 3 of the following policies: 

• Parents with a child at risk of placement or in foster care have priority for 
substance abuse treatment; 

• State supports a team approach that includes child welfare and substance abuse 
professionals to identify and assess substance abuse problems of families referred 
for child abuse or neglect and to facilitate timely access to treatment; 

• Evidence-based, in-patient substance abuse treatment that allows children to 
remain with their parent(s) is made available. 


2.6 Home and community-based services for families and 
children with mental illness 

Parents with Mental Illness. Mental illness can cause mild to severe disturbances in 
thought and behavior and can have a significant impact on family stability and 
parenting capacity. In New York, 16 percent of families involved with the foster care 
system and 2 1 percent of those receiving family preservation services include a 
parent with mental illness. As many as 70 percent of parents with mental illness are 
estimated to lose custody of their children — sometimes due to the stigma of mental 
illness, rather than untreatable conditions that cause actual harm. 
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Children whose parents have a mental illness are at risk of developing social, 
emotional, and/or behavioral problems, although their risk of child abuse and 
neglect or removal from the home is not clearly documented or understood. In a 
2000 survey by the Child Welfare League of America, fewer than a third of states 
were able to say whether parental mental health was the primary reason for a child’s 
placement. The overall impact of parental mental illness on children depends on 
the severity of a parent’s mental illness and the extent of the symptoms. In many 
families, the effect of a parent’s mental illness is compounded by other risk factors, 
such as poverty, lack of employment, housing problems, and substance abuse. The 
lack of protective factors, such as the absence of other competent adults in the 
household, compounds the risks to child well-being. One study found that nearly 
25 percent of caseworkers for mentally ill adults had filed reports of suspected child 
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abuse or neglect concerning their clients. Most state laws include mental illness as 
a factor to be considered when determining parental fitness, though mental illness 
alone is not sufficient to lead to loss of child custody or grounds for termination of 
parental rights. 

Despite the prevalence of both mental illness among American adults and 
parenthood among those adults, few programs or services are available to meet the 
needs of parents and their children. A national survey of state mental health agencies 
indicated that those agencies have become less responsive over the past 20 years to 
adults who are parents. Existing treatment largely focuses on individuals, rather 
than families. Although psychiatric rehabilitation strategies have been shown to be 
effective in improving the functioning of adults with mental illness, their role and 
functioning as parents has been largely ignored. In addition, the stigma of mental 
illness compared to other disabilities and fear of losing custody of their children 
keep many parents from seeking help. 

Children with Mental Health Problems. Research indicates that between one-half 
and three-fourths of the children entering foster care exhibit behavior or social 
competency problems that warrant mental health care. Half of the children in 
foster care have problematic adaptive functioning scores, behavioral problems, or 
developmental problems. Forty percent of children in foster care between the ages 
of 6 and 17 are diagnosed with a moderate impairment of some type. At the same 
time, the degree to which mental health problems lead to, contribute to, or result 
from foster care placement is not known. Many experts postulate that children’s 
behavioral, emotional and mental disorders are among a constellation of factors 
that place them at risk of out-of-home placement. 

Young people with mental health disorders fare better at home, in school, and in 
their communities when they receive appropriate treatment. Yet, services to evaluate 
and treat mental health problems of children and youth, as well as resources and 
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supports to help their families care for them, are severely lacking. It is estimated that 
75 to 80 percent of children and youth who need mental health services do not 
receive them. Children who are uninsured and Latino children are especially likely 
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to go un-served. Indeed, significant disparities in mental health service utilization 
have been documented for children of color prior to child welfare placement, in 
court-ordered services, and post-placement. These disparities are likely to contribute 
to racial disproportionality within the child welfare system. 

Thousands of parents — unable to obtain appropriate and affordable mental health 
treatment for their children and often facing related financial and personal crises — 
find themselves compelled to relinquish custody to gain access to services. 

Custodial relinquishment occurs when parents voluntarily transfer legal custody 
of a child to the state. In response to a 2000 Child Welfare League of America survey, 
more than half the states reported that parents relinquish custody to access mental 
health services, but they were unable to report how often this occurs. Through a 
survey of child welfare directors in 19 states and juvenile justice officials in 30 
counties, the GAO estimated that more than 12,700 children had been placed in 
these systems to obtain mental health services. However, because the study did not 
include the five states with the highest child populations, this number greatly 
understates the problem. A 2005 report commissioned by the Virginia General 
Assembly found that one in four children in the Virginia foster care system was there 
to receive mental health treatment for severe emotional disturbance. Once a child 
with mental health issues enters the child welfare system, he/she is less likely than 
others in foster care to achieve permanency and more likely to experience restrictive 
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and costly placements such as hospitalization or residential treatment. 

A range of policy strategies are required to prevent custodial relinquishment to 
obtain mental health services, other unnecessary placement of children with mental 
health disabilities, and the disruption of families due to parental mental illness. 

A. Evidence-based, home and community mental health services. Family-based 
treatments, which engage parents as primary participants in the treatment process 
for children and youth have been the subject of numerous clinical trials over the 
past ten years. A synthesis of this research shows family-based treatment is effective 
in improving a range of child and adolescent substance abuse problems as well as 
behavioral and mental health disorders. Family involvement can lead to “better 
treatment engagement, retention, compliance, effectiveness, and maintenance of 
gains.” Two types of evidence-based mental health treatment address mental health 
problems among children in youth: 

• Cognitive Behavioral Therapy (CBT) is a tested treatment that improves anxiety, 
depression, and if parents are involved, helps reduce disruptive behaviors, 
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ADHD, and possibly post-traumatic stress disorder. The approach works with a 
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variety oi ages. 

• Multi-systemic Therapy (MST) is an intensive, short-term (three to four months), 
home- and family-focused treatment approach for youth with severe emotional 
disturbances. MST intervenes directly in the youths family, peer group, school, 
and neighborhood by identifying and targeting factors that contribute to the 
youths problem behaviors and developing skills in both parents and community 
organizations. MST has been established as effective in randomized clinical trials 
for youth in the juvenile justice system. Initial results are positive for other 
populations of youth receiving MST instead of psychiatric hospitalization, 
including abused and neglected youth and children in psychiatric inpatient 
facilities. 

A small number of promising, though not rigorously evaluated, programs 
specializing in supporting parents with mental illness and their children have 
developed in the U.S. and other countries. The Invisible Childrens Project is a model 
program for parents with mental illness and their children that started in Goshen, 
New York and is being replicated across the country. Many participating families are 
at risk for having their children placed in foster care, and keeping their families 
together is often participants’ primary goal. The comprehensive program includes 
access to 24-hour family case management, support for housing, respite child care, 
planning in the event of parental hospitalization, advocacy with schools, social 
services, family court collaboration, parenting training, vocational training, educational 
support, in-home clinical services, information, referrals, linkages to the community, 
budget counseling, recreational family activities, and more. Although the program 
has not been evaluated using scientifically rigorous methodology, internal studies 
found a decrease in the number of children placed in out-of-home settings, including 
foster care. The data further indicate that the Invisible Children’s Project is particularly 
effective in helping participants parent more effectively. Child protective services 
workers stated that children were returned home or maintained in the home as a 
direct result of the Project involvement. 

B. Comprehensive systems of care for children and parents suffering from mental 
illness and behavioral disorders. Investment in family and community-based 
systems of care — comprehensive approaches for meeting the needs of children, 
youth and adults who have mental health disorders — combines a range of resources 
and strategies that help prevent out-of-home placement. While these systems of care 
are not part of the traditional child welfare system, the safety and well-being of 
children affected by mental illness who come to the attention of child welfare 
agencies depend on their effectiveness. 
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Coordinated systems of care feature a range of intervention strategies and services 
that can be customized to increase positive outcomes for individual children in the 
care of their parents. Regardless of individual needs, the focus is on the family as a 
whole — both to provide the care that children with disabilities need and to assist 
parents with mental illness in parenting their children. In addition to the inpatient 
treatment approaches that characterize most mental health systems, systems of care 
feature a continuum of in-home and community-based supports, including: 

• Assessment of parenting strengths, needs and goals 

• Early and periodic assessment of children 

• Comprehensive case management 

• Peer support and self-help 

• Mentoring and supports for parents 

• Child development and parenting skills training 

• Assistance with school issues 

• Medication management 

• Crisis and respite care 

• Trauma counseling 

• Substance abuse treatment 

In addition, systems of care are characterized by multi-agency partnerships that 
include mental health treatment professionals, child welfare workers, early care 
providers, teachers, health care providers, and other service providers working 
together to ensure that protective factors help mitigate the risks that children and 
families face. Wraparound services which are designed and implemented on an 
interagency basis and depend on flexible, non-categorical funding provide assistance 
tailored to the individual child and family 

According to the U.S. Department of Health and Human Services (DHHS) Substance 
Abuse and Mental Health Services Administration (SAMHSA), communities in at 
least 42 states have developed systems of care initiatives to build community 
treatment for children with serious emotional disturbance. Wraparound Milwaukee is 
a coordinated system of community-based care and resources for families of children 
with severe emotional, behavioral, and mental health problems. Features include a 
provider network that furnishes an array of mental health and child welfare services; 
an individualized plan of care; a care coordinator management system to ensure that 
services are coordinated, monitored, and evaluated; a Mobile Urgent Treatment Team 
to provide crisis intervention services; a managed care approach including 
preauthorization of services and service monitoring; and a reinvestment strategy in 
which dollars saved from decreased use of inpatient or residential care are invested 
in increased service capacity” For 267 children completing the program and exiting 
Wraparound Milwaukee in 2005, 92 percent achieved the permanency goal in their 
care plan. This included 75 percent of children returned to their own homes. 
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Wraparound in Nevada for Children and Families (WIN) focuses on children with 
severe emotional disturbance who are in the care or custody of a public child welfare 
agency. WIN provides intensive clinical case management that supports a 
comprehensive system of care for these children, many of whom come from families 
who struggle with complex personal challenges in addition to difficulties keeping 
their children safe and free from harm. Of more than 600 children served by WIN, 
43 percent of those discharged were returned to their family homes, usually with 
ongoing in-home and community services. 

Policy Options: States can authorize and fund home and community-based services 
in accordance with either or both of the following service delivery standards: 

• Evidence -based treatment programs for children, youth and parents with mental 
health problems are available within the child’s home and community as an 
alternative to out-of-home treatment. 

• The state invests in supporting a statewide, community-based system of care that 
includes a range of services and supports for children and parents involved with 
the child welfare system when there is risk of out-of-home placement. 


2.7 Supportive housing programs. 

Safe, affordable housing accompanied by other supports can both prevent foster care 
for a growing number of children and reunify as many as 30 percent of children in 
care with their families. Research has documented that families who experience 
homelessness have an increased risk of involvement in the child welfare system. 

One study found that homeless women had almost seven times greater risk of child 
welfare involvement than non-homeless women and almost nine times the risk that 
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one or more of their children would be placed in out-of-home care. Inadequate 
housing is the primary reason for 10 to 30 percent of foster care placements — a 
poor response to homelessness and other family housing problems that often result 
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from family economic crises and domestic violence. 


Housing assistance and supportive services for families are a cost-effective alternative 
to out-of-home placement. The average cost of housing and support services for 
families is estimated to be 70 percent less than the cost of foster care, resulting in 
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savings nationwide of $1.94 billion per year ($31,964 per family). However, a 
federal study found that only one in 50 primary caregivers for children in foster care 
received temporary shelter or a housing payment and only five percent received 
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housing. African American families needing housing are even less likely than whites 
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to receive the services. 
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Supportive housing programs represent a growing gap in the resources that families 
need to care for their children. While these services have been shown to be effective 
in preserving and reunifying families, their availability is severely limited by lack of 
federal, state and local investment. Portable vouchers, widely considered to be the 
most effective and low-cost approach to expanding affordable housing in desirable 
neighborhoods, are provided by the federal government through the Housing Choice 
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Voucher (formerly Section 8), Unfortunately, in 2003 three-quarters of eligible 
households were unable to receive these vouchers due to lack of funding. 

In 1990, Congress authorized the Family Unification Program, a HUD-administered 
program that targeted low income families with inadequate housing who had been 
separated or who faced separation from their children and to youth aging out of 
foster care. This successful program provided housing vouchers as well as support 
services such as food, counseling, health services, mental health care, financial 
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education, and employment services. The program awarded 39,000 housing 
vouchers and is credited with allowing more than 100,000 children to return home 
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from foster care or avoid out-of-home placement. Evaluation of the program found 
that up to 62 percent of the separated families had all of their children returned to 
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them and 90 percent of the at-risk families were able to keep all of their children. 

In 2008, HUD announced $20 million in new federal housing certificates for child 
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welfare involved families and youth aging out of foster care. 

Examples of state programs that have utilized the federal Family Unification Program 
resources included the Utah Family Reunification Project, which provided an array of 
intensive in-home services to parents of children in out-of-home care including food, 
housing and employment. Evaluation found that participating families were more likely 
to be reunified, were more successful in keeping their children in-home following 
reunification, and received reduced supervision by the child welfare agency 

The Supportive Housing for Families Program of Connecticut is a collaborative 
public-private initiative that combines state funding with federal housing vouchers 
to provide supportive services and permanent affordable housing to families involved 
with the State child welfare system who are at risk of separation or who have been 
separated. Program components include permanent housing, home-based intensive 
case management (ICM), and services tailored to fit each family’s care plan, such as 
substance abuse treatment, parenting training, child care, transportation and 
educational and vocational training. ICM may last up to 2 years, and it serves as the 
single point of accountability for coordination of appropriate services to accomplish 
the family plan. The Department of Children and Families (DCF, the state child 
welfare agency) uses state dollars to fund services, and the Department of Social 
Services funds housing through federal vouchers. The Connection Inc., a non-profit 
human service and community development agency, operates the program and, 
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along with nine additional community-based, non-profit agencies, provides ICM 
statewide. In the program’s first six years, 455 families were housed and over 1,130 
children were reunified or preserved with their families. Seventy-three percent of 
families met the goals identified in their case plan and had their DCF case closed. 

Policy Options: States can authorize and fund supportive housing programs using 
one or both of the following eligibility criteria: 

• Supportive housing programs are available to families with a child at risk of 
out-of-home placement due to inadequate housing. 

• Supportive housing programs are available to reunify families with a child in 
foster care due to housing problems. 


2.8 Removal of the perpetrator in cases involving 
domestic violence. 

Children in homes where domestic violence occurs are more likely to experience child 
abuse and neglect. Extensive research shows at least a 40 percent co-occurrence, and 
several studies indicate that children in homes where adult domestic violence occurs 
are at greater risk of physical abuse in particular. In addition, children witnessing 
domestic violence experience recurring emotional trauma. At the same time, many 
adult victims are effective parents and are able to mediate the effect of their childrens 
exposure to domestic violence. Clearly, one of the best ways to keep children safe 
is to keep their parents (or battered parent) safe. Although there are no studies of the 
outcomes for children, it is the consensus of domestic violence, judicial and child 
welfare experts that when domestic violence places a child and parent at risk, 
removal of the perpetrator can help to protect the victimized parent and allow the 
child to remain in the home. 

A. Removing the perpetrator. California legislation requires the courts in child abuse 
and neglect cases to consider ordering the violent parent to leave the home instead 
of removing the child. Alaska statutes require the state child welfare agency to make 
efforts to protect the child and prevent separation of the child from the battered 
parent, and to remove the batterer from the home. In 2001, the Florida Legislature 
directed that training for child protective services staff include instruction for 

104 

removing a perpetrator of domestic violence from the home. 

B. Restraining orders that protect children. All states have processes for victims 

of domestic violence to obtain restraining orders, which compel a violent partner to 
stay a specified distance away from the victim and his/her home, but state laws vary 
regarding the duration and scope of restraining orders. For example, in California, 
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restraining orders can protect children and other family or household members as 
well as the victim him/herself, can last up to three years, and can include additional 
provisions such as mandated treatment for the abuser. 

At the same time, restraining orders will help keep children safe only if they are 
accessible and enforceable. Alaska, Indiana and South Dakota statutes allow 
restraining orders against perpetrators of domestic violence to be issued in child 
welfare cases instead of requiring the nonviolent parent to file a separate legal action. 
California child welfare agencies are required to assist battered parents in obtaining 
restraining orders and other services and supports. 

Policy Options: States can promote removal of the perpetrator in cases involving 
domestic violence by adopting 1, 2, 3, or 4, of the following policies: 

• Legislation requires the court to consider removal of the perpetrator as opposed 
to the child. 

• Restraining orders can include children as well as the adult victim of domestic 
violence. 

• Restraining orders may be issued as part of child protection proceedings. 

• The child welfare agency must provide assistance in obtaining restraining orders. 
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Policy Area 2: Preserving and Reunifying Families Summary of Policy Options 


Policy Area 

Policy Options 

2.5 Inventory of 

services and 
resources to 
keep families 
together 

Mandate a comparison of expenditures for safely keeping families 
together versus expenditures for out-of-home placement at one 
of the following levels of organization (listed in order of increasing 
value for decision making): 

• Within the child welfare system 

• Within the child welfare system and across state agencies 

• Within the child welfare system, across state agencies, and across 
other systems (such as juvenile justice and mental health) 

2.6 Intensive family 
preservation and 
reunification 

Authorize and fund intensive family preservation services with 
evidence-based characteristics for the following (listed in order 
of increasingly broad impact): 

• A limited number of families with a child at imminent risk 

services 

of placement 

• All families with a child at imminent risk of placement 

2.7 Flex funds" to 

support families 
in crisis 

Authorize and fund the use of flex funds using one the following 
funding standards (listed in increasing order of effectiveness): 

• Flex funds available up to a fixed dollar amount per child or family. 

• Flex funds for each child and family available at a level equal to 
the placement costs that can be avoided. 

2.8 Shared 

family care 

Authorize and fund shared family care using either or both of 
the following eligibility criteria: 

• Shared family care is available as an alternative to out-of-home 
placement for families with a child at imminent risk of removal. 

• Shared family care is available for reunification of families with 
a child in foster care. 

2.0 Substance abuse 
treatment that 
allows children 
to stay with 
their parents 

Authorize and fund substance abuse services using 1, 2, or 3 

of the following policies: 

• Parents with a child at risk of placement or in foster care have 
priority for substance abuse treatment; 

• State supports a team approach that includes child welfare and 
substance abuse professionals to identify and assess substance 
abuse problems of families referred for child abuse or neglect 
and to facilitate timely access to treatment; 

• Evidence-based, in-patient substance abuse treatment that allows 
children to remain with their parent(s) is made available. 

2.6 Home and 

community- 
based services 
for children and 
parents with 
mental illness 

Authorize and fund home and community-based services in 

accordance with either or both of the following service 

• delivery standards: 

• Evidence-based treatment programs for children, youth and 
parents with mental health problems are available within the child's 
home and community as an alternative to out-of-home treatment. 

• The state invests in supporting a statewide, community-based 
system of care that includes a range of services and supports for 
children and parents involved with the child welfare system when 
there is risk of out-of-home placement. 


Policy Area Policy Options 


Continued on page 44 
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Policy Area 2: Preserving and Reunifying Families Summary of Policy Options 


Policy Area 

Policy Options 

2.7 Supportive 

housing 

programs 

Authorize and fund supportive housing programs using one or 
both of the following eligibility criteria: 

• Supportive housing programs are available to families with a child 
at risk of out-of-home placement due to inadequate housing. 

• Supportive housing programs are available to reunify families with 
a child in foster care due to housing problems. 

2.8 Removal of the 
perpetrator in 
cases involving 
domestic 
violence 

Promote removal of the perpetrator in cases involving domestic 

violence by adopting 1, 2, 3, or 4, of the following policies: 

• Legislation requires the court to consider removal of the 
perpetrator as opposed to the child. 

• Restraining orders can include children as well as the adult 
victim of domestic violence. 

• Restraining orders may be issued as part of child protection 
proceedings. 

• The child welfare agency must provide assistance in obtaining 
restraining orders. 
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Lifelong Family Connections 


Connections with relatives and other adults with whom a child has a significant 
emotional relationship (fictive kin) are critical to a child’s sense of identity and a 
cornerstone of emotional and social development. Relationships with family 
members help children develop and retain a sense of connection with their racial, 
ethnic, cultural, linguistic, and religious or spiritual heritage. In many cultures, the 
child’s very identity may be defined by connections to relatives, godparents and other 
family friends, clan, and tribe, and it is common practice for members of the kinship 
network to be an active, continuous, and permanent part of the child’s life. In 
addition, relatives and other adults with strong emotional connections are important 
members of a child’s safety net and sources of emotional and physical nurturing. 

Children and youth who have been removed from their parents and other family due 
to child abuse or neglect report broken family connections leave them feeling alone 
and confused about their identities. When children in out-of-home care run away, 
they usually run home to a family member due to the distinct emotional connection 
they feel with their birth families and their urge to reconnect or to remain connected. 

A large study of foster care alumni found that almost all the young adults had 
maintained at least some family ties, often despite many years in foster care, and 77 
percent reported feeling very close to a family member, especially a sibling. In 
addition, a growing body of rigorous research and evidence from the field reports the 
benefits for vulnerable children who can thrive within their own homes or alternatively 
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be raised by willing and able kin. 
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Connections with kin also are a crucial strategy for reducing racial disproportionality 
within the foster care and larger child welfare system. Beyond reducing disproportionality, 
kinship connections can help to improve a broad array of outcomes for children and 
families of color. 

To strengthen lifelong family connections and the benefits of familial relationships for 
vulnerable children requires a continuum of ongoing efforts. Policies throughout this 
report help to build that continuum. 

The first priority is strengthening and preserving birth families, so children can be 
safe and thrive without experiencing the harm of separation. (See Policy Area 1, 
Family Supports and Policy Area 2, Family Preservation and Reunification) Kin often 
help prevent out-of-home placement by providing respite care, financial assistance, 
and other support for parents striving to care for their children. If a child must be 
removed from his or her family, the goal is to reunify the family as quickly as it is 
safe and possible. (See Policy Area 2, Family Preservation and Reunification.) Here 
again, the extended family can assist in planning for the child’s safety and development 
because they often contribute important information and perspectives about the child’s 
and parents’ strengths and needs, the child’s cultural heritage and practices, and 
potential sources of support. Strong emotional and familial bonds make kin the first 
resource of choice when a child is unable to remain with his or her parents, even 
temporarily. (See Policy Area 4, Supports for Kinship Caregiving.) Kinship care 
includes both: 

• “Informal” kinship care when a relative or other adult with close emotional ties 
assumes physical custody of the child without involvement of the child welfare 
system or without transferring legal custody to the child welfare agency, and 

• “Formal” kinship care or kinship foster care when a relative becomes a licensed 
foster parent. 

Children placed in relative foster care experience a number of advantages compared 
to children in non-relative care, including the likelihood that they will be placed 
with their siblings — yet another way to maintain family connections. For children 
in out-of-home placement, frequent and meaningful contact with siblings, parents 
and other kin helps to sustain family relationships and often aids in successful 
reunification. 

When a child cannot be reunified safely with his or her parents, a home with caring, 
willing and able kin is the preferred option for legal permanency, either through 
adoption or permanent legal guardianship. (See Policy Area 4, Support for Kinship 
Caregiving.) Transfer of legal custody to kin helps to ensure that the child’s familial 
ties will be life long. Ensuring that no child leaves foster care without ongoing 
connections with kin is one part of a complete strategy for a successful transition 
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to adulthood for the 20,000 children who age out of foster care each year. (See 
Policy 8.6, Youth in Transition to Adulthood, Permanent connections to caring kin.) 


3.1 Location and engagement of kin. 

Policies that require diligent or reasonable efforts to identify, locate and engage kin 
are critical to ensuring lifelong family connections for children involved with the 
child welfare system. These efforts are the first step to exploring the roles that caring 
adults can have in the lives of vulnerable children. Not only do caring kin offer 
invaluable resources to children, according to international humanitarian law 
referenced in the Geneva Convention, relatives have a right to know that a member 
of their family network needs help. Pioneers of a growing body of practice in 
locating and engaging relatives of children involved with the child welfare system 
report that the typical American child living in out-of-home care has 100 to 300 
living relatives and that usually some kin are willing and able to provide emotional 
and/or other support for the child. While internet search technology has boosted 
the ability to locate kin, this is only one step in engaging kin and ensuring 
permanent connections for children. 

The Fostering Connections legislation has three provisions that support location and 
engagement of kin. They include: 

• Requires states to exercise due diligence to identify and provide notice to all 
adult grandparents and other adult relatives of a child within 30 days after the 
child is removed from his or her home. 

• Allows child welfare agencies to directly access the Federal Parent Locator Service 
to help locate children’s parents and help them find relatives; and 

• Authorizes competitive Family Connections grants through which intensive 
family finding is one of the allowable activities under the grant program. 

State policies that build on the federal provisions and help to ensure effective relative 
location and engagement of kin contain several key components: 

Ongoing search for relatives, including absent parents, is required from the time of 
the child’s initial contact with the child welfare system to permanency. While federal 
statute requires efforts to locate and identify relatives within 30 days of a child’s 
placement, state policies can reinforce the importance of on-going and continuous 
search to unearth as much support possible for the child. 

In Washington State, the child welfare agency may conduct a relative search at any 
and all of the following times: 
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• Original placement, 

• Family team decision meetings, 

• Shared planning meetings (permanency planning meetings or any staffing), 

• Anytime a placement changes or staff have any contact with child/family, 

• When a case file is reviewed. 

Contacting absent parents (usually fathers) only when a decision has been made 
to terminate parental rights is a great disservice to both children and their parents. 
The New York State child welfare agency has developed policy and protocol aimed 
specifically at locating and engaging absent parents as early as possible. 

Washington recently passed a law that requires social workers, the courts and all 
other service providers to inquire about a child’s family in an effort to identify and 
locate family members at every stage of a foster-care case. The law has demonstrated 
some success, doubling the number of children in relative placements as opposed to 
foster care over a two year time period (from 19 percent to 37 percent). 

Reasonable or diligent search efforts to locate relatives are required. State statutes 
of California, Colorado, Florida, Georgia, Minnesota, and Washington provide a 
standard for action by specifically mandating the public child welfare agency to make 
diligent or reasonable efforts to locate kin as possible placement resources. Utah law 
allows the court to order a reasonable search. Florida law requires that, if the court 
does not commit a child to the temporary legal custody of a relative, legal custodian, 
or other adult willing to care for the child, the disposition order must state the 
reasons for the decision. 

Court determination of diligent or reasonable efforts is required. California, 

Florida and New York provide court oversight by requiring a court determination of 
whether the child welfare agency made diligent efforts to locate kin. 

Documentation of search efforts is required. By documenting actions to locate and 
engage relatives, child welfare agencies not only provide evidence of the diligence 
of their search; a record that can help connect children with kin in the future is 
preserved. Documentation requirements are usually specified in agency policy. 

Policy Options: States can promote the location and engagement of kin by adopting 
1, 2, 3, or 4 of the following policies: 

• Reasonable or diligent efforts to locate and engage kin are required. 

• Court determination of reasonable or diligent search efforts is required. 

• Immediate and ongoing search efforts are required. 

• Documentation of search efforts and review of that documentation is required. 
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Policy Options: States can require grandparent notification by adopting one of the 
following policies (listed in order of increasing timeliness): 

• Grandparent notification is required within 60 days. 

• Grandparent notification is required within 15 days. 

• Grandparent notification is required at the time of placement. 

• Grandparent notification and information about options for relative care 
is required before placement of a child in state custody. 


3.2 Family visitation for children in foster care. 

Requiring quality, face-to-face contact between parents and their children in foster 
care is a crucial way to maintain family connections and promote timely reunification. 
The primary goal of scheduled visitation between parents and their children in foster 
care is the maintenance of parent-child and other family attachments and reduction 
in childrens sense of abandonment. Researchers have found that parent-child visiting 
has positive impact on children’s well-being while in care, length of stay in care, and 
placement outcomes, particularly family reunification. A study of children 12 years 
old or younger who entered foster care concluded that when mothers visited frequently 
the child was ten times more likely to be reunified. Children of incarcerated parents 
are especially vulnerable to issues of abandonment, separation anxiety, and trauma — 
in large part due to prolonged and limited access to their parents. 

Effective child welfare agency policies define the issues that must be considered when 
developing a parent-child visitation plan, including who participates, where and when 
visits occur, and visitation rights and responsibilities. Frequent, quality child-family 
visitation must be facilitated at convenient times including nights and weekends and 
at community-based, family-friendly locations. More than half of the 37 state agencies 
that responded to a survey on visitation policies identify where visits should take 
place. Consistent with evidence regarding effective visitation, they emphasize the 
importance of visiting in the least restrictive, most homelike setting possible. 

When family reunification is the goal, Illinois policy prioritizes visitation in the 
family home. Illinois and Massachusetts also provide visitation in early childhood 
care and education settings. Oregon’s policy requires that consideration be given 
to the child’s school schedule and to the parents’ work and treatment obligations. 

Enhanced visitation programs are especially important for reducing the negative 
impacts of parental incarceration. The Family Reunification Program is a 
collaborative effort among St. Rose Youth & Family Center, Inc. (a nonsectarian, 
nonprofit organization), the Bureau of Milwaukee Child Welfare, six Wisconsin 
correctional institutions, and other state and local agencies. Components include 


Promoting Child Safety, Permanence, and Well-Being Through Safe and Strong Families 


49 


regular parent-child visitation with transportation for children to and from prison 
facilities where parents reside; age-specific support groups for children conducted 
after each visit; facilitated support groups for incarcerated parents to discuss issues 
raised through visitation; and a Girl Scout program that “bonds” together girls and 
their incarcerated mothers through scouting activities. 

Policy Options: States can promote family visitation by adopting 1, 2, 3, 4, or 5 of 
the following policies: 

• Visitation is provided at times convenient to the child and parents’ schedules. 

• Visitation is provided within other family friendly settings 

• Visitation is provided within early childhood care and education settings 

• Visitation is provided for all children in foster care with incarcerated parents 
at family-friendly settings within correctional facilities and supplemented by 
specialized supports 

• State has standards of minimal weekly visitation between children and parents. 
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Policy Area 2: Preserving and Reunifying Families Summary of Policy Options 


Policy Area 

Policy Options 

3.1 Location and 

engagement 
of kin 

Promote the location and engagement of kin by adopting 1, 2, 3, 

or 4 of the following policies: 

• Reasonable or diligent efforts to locate and engage kin are 
required. 

• Court determination of reasonable or diligent search efforts is 
required. 

• Immediate and ongoing search efforts are required. 

• Documentation of search efforts and review of that documentation 
is required. 

Require grandparent notification by adopting one of the 

following policies (listed in order of increasing timeliness): 

• Grandparent notification is required within 60 days. 

• Grandparent notification is required within 15 days. 

• Grandparent notification is required at the time of placement. 

• Grandparent notification and information about options for relative 
care is required before placement of a child in state custody. 

3.2 Family visitation 

for children in 
foster care 

Promote family visitation by adopting 1, 2, 3, 4, or 5 of the 

following policies: 

• Visitation is provided at times convenient to the child and parents' 
schedules. 

• Visitation is provided within other family friendly settings 

• Visitation is provided within early childhood care and education 
settings 

• Visitation is provided for all children in foster care with 
incarcerated parents at family-friendly settings within correctional 
facilities and supplemented by specialized supports 

• State has standards of minimal weekly visitation between children 
and parents. 
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Support for 
Kinship Caregiving 


For children whose parents are unable to care for them even temporarily, the first 
priority is kinship care with relatives who are willing and able to provide safe, quality 
care. Compared to children in non-relative placements, children living with kin 
experience a range of positive outcomes: 

• Higher scores on physical, cognitive, emotional and skill-based indicators, 

• Fewer behavioral problems as rated by their teachers and caregivers, 

• Increased placement stability and continuity, 

• Safety levels that equal or surpass those of children living with non-relative 
foster parents, 

• Greater satisfaction with the people they live with and fewer attempts to run away, 

• Higher rate of placement with their siblings, 

• Fewer school changes. 

Children who reunify with their birth parent(s) after kinship care are less likely to 
re-enter foster care than those who had been in non-relative foster placements or in 
group care facilities. Care by willing and able kin is also a critical way to maintain 
lifelong connections with an extended kinship network. 

Of the approximately 6 million children who live in households headed by a 
grandparent or other relative, 2.3 million do so without the presence of a parent in 
the household. Of these children, approximately 1.8 million were privately placed 
with kin without the involvement of the child welfare system. Of the 500,000 placed 


Promoting Child Safety, Permanence, and Well-Being Through Safe and Strong Families 


53 


with a relative following child welfare involvement, only about half are taken into 
state custody by the agency - an arrangement often called “formal” kinship care 
or “kinship foster care.” Many relative caregivers in both formal and informal kinship 
care arrangements are grandparents, and 20 percent live below the poverty line, 
often on fixed incomes. Consequently, children in kinship care are more likely than 
children living with their parents to be raised in poverty and in a single caregiver 
household. 

Kinship foster care accounts for an estimated 30 percent of national out-of-home 
placements, with wide local variation. Increasing demand for foster care, shrinking 
numbers of non-kin foster care providers, changing attitudes regarding family care, 
along with demonstrated benefits of family connections are driving the rise in kinship 
placements. Despite this growing reliance on kinship care, research demonstrates that 
children and caregivers in kinship foster care arrangements receive, request, and are 
offered fewer services and supports than non-kin foster caregivers. 

Kinship care is more common in communities of color. In Illinois, African American 
children are four to five times more likely to live in kinship care than white children. 
Support for permanency with kin can help reduce racial disproportionality in foster 
care, and adequate support for kinship caregivers can help improve outcomes for 
vulnerable children of color. 

Congress and most state legislatures have codified the preference for placement 
with relatives. At the same time, a range of policies are key to making the connection 
with kin and providing the assistance that they, like other caregivers, need to nurture 
children who have experienced abuse or neglect. Policies supporting kinship 
caregivers that are described in other sections of this report include: 

• Kinship navigators that help caregivers find and obtain assistance to support both 
the child’s healthy development and their own capacity to parent. (See Policy 1.5, 
Navigators to connect families with services.) 

• Investment in parenting education and training, respite, and crisis care that help 
caregivers provide quality, stable homes for children if parenting challenges 
develop or as children’s developmental needs change. (See Policy 1..3, Parenting 
education and training and I.. 4, Respite and short-term crisis care.) 

• Relative location and engagement strategies that help to identify kin as soon as 
a child comes to the attention of the child welfare agency and to ensure that 
appropriate kin are available to care for the child if removal is necessary. 

(See Policy 3.1, Location and engagement of kin.) 
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4.1 Permanent legal guardianship. 

Permanent legal guardianship with kin is an important path to a permanent, stable 
home for children when neither reunification with their families nor adoption is 
possible or desired. Unlike adoption, guardianship does not involve termination 
of parental rights; therefore, it is an acceptable option for caregivers who oppose 
terminating parental rights on cultural, religious or personal grounds. In Native 
American tribes, where termination of parental rights is often considered abhorrent, 
legal guardianship is consistent with the traditional practice of customary adoption 
in which the tribe as a whole takes responsibility for child-rearing and individual 
members fill various roles within the child’s life. Legal Guardianship is also an 
option for caregivers who are willing to provide a permanent, loving home for a 
child, but are unwilling to disrupt family relationships or displace a family member 
with a disability or other problem that limits parenting. Many children and youth 
who understand the legal options for permanency and their implications prefer a 
permanent home with kin instead of adoption. 

Guardianship has potential for reducing the number of children in foster care and 
especially the disproportional number of children of color. The Illinois Department 
of Children and Family Services implemented a range of strategies to reduce foster 
care, and it credits the state subsidized guardianship program established in 1997 
as one of the cornerstones to its success. In 1997, 51,000 children were in foster 
care, 78 percent of whom were African-American. Now there are less than 16,000 
children in foster care, 60 percent of whom are African-American. More than 10,000 
children exited foster care to legal guardianship. 

When Congress enacted the Fostering Connections legislation in 2008, it gave states 
the option of using Title IV-E funds for kinship guardianship assistance payments for 
children raised by relatives in foster care. The child must have resided with the 
relative caregiver for at least six months, and must be eligible for Title IV-E foster 
care in order to receive the guardianship subsidy. Return home and adoption must 
also be ruled out in order to be eligible. Children eligible for federal guardianship 
assistance are also eligible for Medicaid. In addition, youth who leave foster care to 
guardianship (or adoption) after age 16 are eligible to receive independent living 
services and education and training vouchers. 

States can choose to opt into the federal guardianship assistance program in order 
to help children who can’t return home or be adopted find a permanent home with 
relatives. States can consider the following components when developing subsidized 
guardianship programs and policies, include the following: 
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• Set adequate subsidy levels. Research demonstrates that children and youth are 
more likely to exit foster care to guardianship if subsidy levels are equal to what a 
child received while in foster care. In Maryland, the evaluation of their federal child 
welfare waiver demonstration for guardianship assistance found that inadequate 
benefit levels were a disincentive to permanency By contract, preliminary results 
from Minnesota’s Permanency Demonstration Project find that setting foster care, 
adoption and guardianship subsidies at the same level can result in reduced lengths 
of stay and higher permanency rates, (see policy area 5. 1) 

• Provide guardianship for non IV-E eligible children. States that opt into the 
federal IV-E guardianship assistance program can ensure that those children who 
are not IV-E eligible have access to guardianship through state funding. States 
that already had subsidized guardianship can use state or federal funding that 
was previously used to support children in guardianship before the federal 
program was authorized, or use savings from reduced foster care and court 
administrative costs to fund non IV-E eligible children. 

• Medical coverage. Caregivers report that health care costs are a major deterrent 
to obtaining legal guardianship. Twenty- five states provided Medicaid or state 
health insurance coverage for children in legal guardianship arrangements before 
the federal program was enacted. States can ensure that those children who are 
not eligible for Medicaid through the federal program have access to state health 
insurance coverage. 

• Age of eligible children. In 2004, 11 states limited eligibility to children age 12 
to 18. Because states have experienced the positive impact of legal guardianship 
for children and found legal guardianship to be appropriate for younger children, 
the trend is to expand eligibility to all ages. 

• Access to child care assistance and other supports. Many caregivers report that 
lack of affordable child care is another barrier to permanency. Eligibility for child 
care assistance is usually based on the guardian’s household income and other 
requirements of the state child care assistance program. Expanding eligibility and 
otherwise increasing access to child care may increase the number of children 
who achieve permanency through legal guardianship. In New Jersey, for example, 
subsidies for day care or preschool are based in part on the caregiver’s age, 
allowing a large number of guardians to access services. 

• Well-informed decisions by caregivers and children. Connecticut and Idaho 
have amended their statutes to require dissemination of information about 
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subsidized guardianship to all prospective guardians. In Wisconsin, a 
subsidized guardianship agreement is required between the child welfare agency, 
the guardian, and, when appropriate, the child to ensure that all parties are fully 
informed about the rights, responsibilities and terms of the arrangement. 


56 


Policy Matters: Setting and Measuring Benchmarks For State Policies 


• Standby guardians. To help ease the emotional and financial transition for the 
child if a guardian dies or becomes disabled, a few jurisdictions require or allow 
a prospective guardian to designate a co-guardian or standby guardian. Final 
transfer of permanent legal guardianship to the standby guardian is subject to 
court approval. 

Policy Options: States can promote permanent legal guardianship by adopting and 
funding the implementation of 1, 2, 3, 4, 5, of 6 of the following policies: 

• State provides subsidy levels that are equal to what a child would have received 
through foster care or adoption 

• State provides guardianship subsidy and medical assistance for children who are 
not eligible for the federal guardianship assistance program. 

• Permanent legal guardianship with kin is a permanency option that is actively 
explored for each child who cannot be reunified with his or her birth parents. 

• Children of all ages are eligible for subsidized guardianship. 

• Permanent guardians have expanded access to child care assistance. 

• Permanent, legal guardians are encouraged to designate standby guardians. 

4.2 "Preventive" permanent guardianship. 

“Preventive” subsidized guardianship programs provide financial and other assistance 
to promote permanent homes for children with relatives before they enter foster care 
and are an emerging option that can help avoid the emotional trauma and disruption 
of foster care. In addition, preventing unnecessary placement in foster care decreases 
strain on already overwhelmed and under-financed child welfare systems. 

Programs in six states (Kansas, Kentucky, Louisiana, New Jersey, Nevada, and Ohio) 
and the District of Columbia provide financial and other assistance to children living 
with kin who have become or are in process of becoming the child’s permanent legal 
guardian. Although the monthly subsidy amount is greater than the level available 
through other basic financial assistance programs for low-income children or 
households (including the TANF child-only payments and state aid), it is lower than 
payments to licensed foster care providers and lower than adoption assistance. The 
exception is the District of Columbia subsidy, which is codified at the same level as 
guardianship assistance for children in the child welfare system. In Ohio, instead of 
a monthly subsidy, the program provides incentive payments for legal guardianship 
that total up to $3,500 over three years in addition to TANF child-only assistance for 
qualifying children. 
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Often these subsidies are administered by the state or local agency that administers 
TANF and other state financial assistance to families; therefore interagency referrals 
and coordination are critical to ensure that caregivers who may be able and willing 
to provide permanent homes have access to the resources (See Policy Area 14.1, 
Interagency Collaboration: Funding flexibility). 

Along with a subsidy, programs can be designed to provide additional assistance: 

• Financial assistance for legal services or initial costs of assuming care. In 

addition to a monthly subsidy, the Kentucky, Nevada, and New Jersey programs 
offer financial assistance for the legal costs to obtain guardianship and/or funding 
for approved one-time expenses associated with assuming care (such as furniture 
or rental deposit for larger housing). In New Jersey, legal assistance is also 
extended to help the guardian adopt the child. 

• Medical coverage. Most programs ensure access to health care for participating 
children by defining subsidy eligibility to comply with the state’s Medicaid plan. 

• Child care assistance. All participants in Ohio’s Kinship Permanency Incentive 
Program are eligible for the state’s Early Learning Initiative. 

• Other supports. Based on the needs of individual children and their caregivers, 
other supports may include respite care, transportation, and case management 
(Kansas and Nevada); wraparound funds and navigator services (New Jersey); 
and child and grandparent counseling, parenting skills training, and childhood 
immunizations and other screening (Kansas). 

Policy Options: States can promote “preventive” permanent guardianship by adopting 
and funding implementation of 1, 2, 3, 4, 5, or 6 of the following policies: 

• Financial subsidy is provided to prevent foster care by assisting kin willing and 
able to obtain permanent legal guardianship. 

• Financial assistance is available for legal costs to obtain guardianship and/or to 
adopt. 

• Financial assistance is available for one-time expenses. 

• Eligibility for health care coverage for the child is provided. 

• Eligibility for child care assistance is provided. 

• Other supports are available based on the child and caregiver’s needs. 


4.3 Eliminating financial disincentives for kinship care. 

To ensure adequacy and parity of financial support for kinship caregivers, payments 
should be equal to standards recently established for the basic care of children in 
foster care. More than 54 percent of children in kinship care live in families with 
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incomes below 200 percent of the poverty line. Many times, a relative’s reasons 
for not taking in a child are strictly financial. In other families, caregivers struggle 
financially to provide adequate care for the child. Financial assistance that helps 
children participate in the benefits of relative care includes: 

• Assistance for children in kinship care who are not in state custody, including 
state-only funds and TANF child-only grants, 

• Foster care payments, 

• Subsidies for children in the custody of permanent legal guardians (see Policy 
Area 4.1), 

• Adoption assistance. 

Incentives to permanency and family connections are promoted by ensuring parity 
of payment levels and duration of all forms of assistance to children in kinship care 
arrangements. As of 2004, 11 states required that monthly subsidy levels for children 
living in permanent guardianship must equal foster care payments. In New Mexico 
and North Carolina, the payment must equal the higher adoption assistance 
payment. However, in addition to parity, payment levels must be adequate to 
recruit kinship caregivers, to promote stable placements with kin, and to provide 
safe and quality care to children. 

Recently Childrens Rights, the National Foster Parent Association and the University 
of Maryland School of Social Work established a basic foster care payment rate for 
each of the 50 states that is based on an analysis of the real costs of providing care. 
Payments to caregivers should equal these levels. 

Policy Options: States can eliminate financial disincentives for kinship care by 
requiring that financial assistance for the care of children in all types of kinship care 
arrangements meets or exceeds standards established for minimum, adequate foster 
care or adoption assistance rates. 


4.4 Medical consent and school enrollment. 

Many kinship caregivers who do not have legal custody encounter barriers to 
obtaining medical treatment and educational services for the children they are 
raising. Because the child’s parents retain legal custody, the relative is unable to 
provide consent for the child’s medical and mental health treatment or to enroll 
the child in school or extra-curricular activities. 

Half the states and the District of Columbia have enacted legislation that authorizes 
grandparents and other relative caregivers to access medical care and treatment for 
children, and 21 states allow caregivers to enroll children in schools. These laws 
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carry certain conditions. They generally cover a limited time period, allow parents to 
rescind their consent at any time, require caregiver affidavit forms, offer immunity 

139 

for providers, and provide penalties for false statements. 

Policy Options: States can remove barriers for children and their kinship caregivers 
by adopting either or both of the following policies: 

• Kinship caregivers can obtain legal authority to access medical care and treatment 
for children. 

• Kinship caregivers can obtain legal authority to enroll children in school and 
extra-curricular activities. 

• Kinship caregivers can access financial assistance in choosing medical and 
educational options. 
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Policy Area 4: Support for Kinship Caregiving Summary of Policy Options 


Policy Area Policy Options 


4.1 


Permanent legal 
guardianship 


Promote permanent legal guardianship by adopting and funding 

the implementation of 1, 2, 3, 4, 5, of 6 of the following policies: 

• State provides subsidy levels that are equal to what a child 
would have received through foster care or adoption 

• State provides guardianship subsidy and medical assistance for 
children who are not eligible for the federal guardianship 
assistance program. 

• Permanent legal guardianship with kin is a permanency option 
that is actively explored for each child who cannot be reunified 
with his or her birth parents. 

• Children of all ages are eligible for subsidized guardianship. 

• Permanent guardians have expanded access to child care 
assistance. 

• Permanent, legal guardians are encouraged to designate 
standby guardians. 


4.2 


Preventive 

permanent 

guardianship 


Promote "preventive" permanent guardianship by adopting 

and funding implementation of 1, 2, 3, 4, 5, or 6 of the following 

policies: 

• Financial subsidy is provided to prevent foster care by assisting 
kin willing and able to obtain permanent legal guardianship. 

• Financial assistance is available for legal costs to obtain 
guardianship and/or to adopt. 

• Financial assistance is available for one-time expenses. 

• Eligibility for health care coverage for the child is provided. 

• Eligibility for child care assistance is provided. 

• Other supports are available based on the child and caregiver's 
needs. 


4.3 Eliminating 

financial 
disincentives 
for kinship care 


Eliminate financial disincentives for kinship care by requiring that 
financial assistance for the care of children in all types of kinship 
care arrangements meets or exceeds standards established for 
minimum, adequate foster care or adoption assistance rates. 

• Medical consent and school enrollment 

• Remove barriers for children and their kinship caregivers by 
adopting either or both of the following policies: 

• Kinship caregivers can obtain legal authority to access medical 
care and treatment for children. 

• Kinship caregivers can obtain legal authority to enroll children in 
school and extra-curricular activities. 

• Kinship caregivers can access financial assistance in choosing 
medical and educational options 
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Adoption 


When children in foster care can not return home, adoption is the best possible 
option for long term security with a family. Adoption from foster care can provide 
children with the safety and security of a permanent family It also helps to prevent 
the negative outcomes associated with aging out of foster care with no permanent 
home, (see Policy area 7, “Youth in Transition to Adulthood” which summarizes 
this research) 

Adoption not only benefits the individual child, but has long term social and 
financial benefits to society. Research has shown that both the public and private 
benefits of adoption are considerable. In terms of public benefits, adoption helps 
to prevent the long term costs of foster care, special education and juvenile justice 
involvement. Private benefits include the income contributed to society over the life 
of an adopted child. The research concludes that a dollar spent on adoption subsidy 
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yields approximately three dollars in benefits to society. 

Another study estimates that for the 50,000 children adopted from foster care each 
year, government savings range from $3.3 billion to $6.3 billion, depending upon 

141 

the subsidy rate provided in the state. Savings are realized by the reduced foster 
care costs associated with children exiting foster care, as well as the negative 
outcomes and costs associated with children aging out of care. 

Adoption from foster care has received considerable attention, particularly since 
enactment of the Adoption and Safe Families Act of 1998. This act provided 
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additional support to children awaiting adoption by tightening the timeframes for 
making decisions about children in foster care and requiring more oversight of case 
plans by child welfare agencies and the courts. It also provided incentives to states 
to achieve adoption for children with special needs, including older children and 
children of color. As a result adoptions have more than doubled over the last decade. 
In 1995, there were 25,000 adoptions from foster care. Today, public agencies 
consistently find adoptive families for 50,000 children in foster care who can not 
return home. 

Despite these successes, there is still much work to be done. In 2006, there were 
130,000 children waiting to be adopted. Of these waiting children, 84,000 already 
had their parental rights terminated and were legally free for adoption. Many of these 
children have been in foster care too long. Of the 130,000 children waiting to be 
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adopted from foster care in 2006, 60% had been in foster care two years or more. 

Policymakers have a range of policy options available to them to further enhance the 
adoption of children from foster care. These include policies designed to strengthen 
the subsidy and benefits program for children adopted from foster care, as well as 
those intended to streamline court processes for oversight and termination of 
parental rights. Policies that can further promote adoption from foster care include 
the following options. 


5.1 Adequate adoption subsidies and benefits. 

Research has shown that increases in adoption subsidies can result in more children 
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who are adopted from foster care. Providing adoptive families with adequate 
resources to care for children who have been abused and neglected also enhances 
the likelihood that the adoption will be successful. 

Given the substantial increase in adoption from foster care over the past decade, 
some policymakers might be tempted to cut adoption subsidies as a way to deal 
with budget shortfalls. Yet these cuts have longer term costs down the line: costs in 
public benefits to support youth in long term foster care, the cost of bad outcomes 
for youth who age out of care, and public and private costs associated with lower 
earnings and unproductive lives. 

Adequate adoption subsidies are particularly important given that at least 60% of the 
children adopted from foster care are adopted by their foster parents. While some 
states provide adoptive families with the same benefits they received while the child 
was in foster care, others may reduce the subsidy at the time of adoption, making it 
difficult for families to meet the child’s on-going needs. 


64 


Policy Matters: Setting and Measuring Benchmarks For State Policies 


Minnesota is providing continuous benefits for foster care, adoption, and legal 
guardianship through its Permanency Demonstration Project. Funded through a 
waiver from the federal government, the project equalizes subsidy rates so that 
families do not have to take cuts in benefits for children they had in their home as 
foster children and have an incentive to adopt or take legal guardianship. Interim 
findings halfway into the project (2.5 years) suggest that children in families offered 
the single benefit have higher rates of permanency and spend less time in foster care 
than those who are offered subsidy levels under the traditional programs offered by 
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the state. In Virginia, the 2008/9 biennial budget included a 23% increase in foster 
care and adoption subsidies. The increase responded to studies that showed the 
inadequacy of the existing subsidies. 

In addition to subsidies, many adoptive children need access to educational benefits 
that might be beyond the reach of their adoptive families. Educational benefits are 
provided to many youth in foster care. As a result, some youth are reluctant to agree 
to adoption because they will lose the benefit, creating a disincentive to permanency. 
Connecticut legislation enacted in 2005 allows adopted youth to receive tuition 
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assistance similar to what youth in or aging out of foster care receive. The Fostering 
Connections legislation makes children who leave foster care after age 16 eligible for 
independent living services and education and training vouchers. 

State tax credits can also supplement the federal tax credit as a way to provide further 
incentive for adoption from foster care. The federal credit — equal to $11,650 in 2008 
— is available for adoption of a child with special needs. Most children adopted from 
foster care qualify for the tax credit and federal statute requires states to inform all 
people who adopt or are known to be considering adopting a child from foster care 
that they are potentially eligible for the adoption tax credit. The tax credit can be 
claimed in the year in which the adoption is finalized and can be used for up to five 
years after the adoption finalization. Rhode Island statute allows families who are 
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eligible for the federal tax credit to claim a credit against state income taxes as well. 

Policy Options: States can promote lasting adoption from foster care by supporting 
adequate adoption subsidies and other benefits that the child would have received 
in foster care by adopting one or more of the following policies: 

• Adoption subsidies that are at least equal to what a child received in foster care 

• Subsidies and benefits that are adequate to meet the needs of the child 

• Benefits, including educational benefits, that are available to youth who age 
out of foster care 

• State tax credits 
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5.2 Streamlined court processes. 

Court delays can have a significant impact on a child’s ability to get adopted when 
return home is not possible. Many actions can be taken to improve court performance 
and strengthen court and child welfare relationships. For more information on these, 
see Policy area 12. 

In the area of adoption, court related days can create significant barriers. In a 2004 
survey of state child welfare agencies, several states highlighted court related barriers 
to foster care adoption, including: 

• 48 states reported significant barriers to conducting TPR proceedings 

• 43 states reported barriers in court case management, including continuances, 
crowded dockets, difficulty scheduling hearings and lack of communication 

• 30 states reported barriers around conducting proceedings when a child’s birth 
parents appeal the termination of parental rights 

Policymakers can hold courts and child welfare agencies accountable for ensuring 
that families have timely and substantive court hearings, and that court delays do 
not stand in the way of achieving adoption goals. 

New York’s Permanency Legislation requires a permanency hearing to be held within 
8 months of a child’s placement in foster care (rather than 12 months) and every six 
months thereafter. It also specifies the contents of the permanency hearing reports 
to the court and requires the child welfare agency to provide the reports to the court 
and all attorneys at least 14 days before the hearing. The permanency legislation also 
provides for continuous court jurisdiction from child protection through foster care 
and adoption so that a child’s case is not heard in different courts. The permanency 
legislation contains many other procedural changes aimed at reducing bureaucratic 
delays within the courts. 

Georgia and Tennessee laws have been enacted to tighten the timeframe for 
completing termination of parental rights. Georgia law requires hearings to terminate 
parental rights to be held 90 days from when the petition is filed. Tennessee statute 
requires that the TPR hearing be held within 6 months of the petition. 

Policy Options. States can help to reduce court barriers to adoption by adopting 
policies that streamline court processes, including: 

• Require more frequent court hearings to establish permanency goals 

• Tighten timeframes for termination of parental rights 

• Ensure appeals processes do not unduly delay adoptions 

• Provides for continuous court jurisdiction for children through the adoption process 
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5.3 Post adoption services. 

Many adoptive families report the need for on-going help even after the adoption 
has been finalized. Post adoption services and supports can respond to the unique 
challenges of special needs children, many of whom continue to have emotional, 
behavioral or physical challenges that need to be addressed. While adoption provides 
them with the comfort and safety of a permanent and loving family, these families 
will continue to need support to stay together. 

According to a 2002 assessment of the post adoption needs of adoptive families, 
on-going support is needed in five areas: information (lectures, seminars, training 
and workshops); clinical (counseling and mental health services); respite, material 
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services, and support networks. Some of the services that work to keep families 
together are the same that are outlined in Policy Area 2: Preserving and Reunifying 
Families, particularly Intensive Home Based Services. Others are unique to families 
with children with special needs, including adoption competent mental health 
services and support groups for adoptive families. 

Many agencies use Title IV-B funding, the Promoting Safe and Stable Families Program, 
to support post adoption services. Under the terms of the PSSf; states are allowed to 
use Title IV-B, Subpart 2 funds for adoption support and preservation. Oregon uses 
PSSF funding for the Oregon Post Adoption Resource Center (ORParc), which provides 
post adoption resource statewide. Other states, such as Illinois, have dedicated units 
within the public agency to provide access to services for adoptive families. 

Policy Options: States can support adoptive families to stay together by promoting 
any of the following options: 

• Require state agencies to provide access to post adoption services for families 
who adopt children from foster care 

• Fund post adoption services with state dollars, or funding saved from reducing 
the number of children in foster care 

• Require state agencies and/or courts to assess family needs for post adoption 
services during the annual subsidy re-determination process 

• Require that evidence based practices supported by local, state or federal funds 
be assessed for their relevance to the post adoption needs of families 
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Policy Area 5: Adoption Summary of Policy Options 
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Family Foster Care 
Resources and Support 


For children who cannot remain with their own parents and cannot be placed with 
kin, the best option for temporary care until permanency can be achieved is family 
foster care. The most effective foster care preserves the child’s connections with 
family and community and is provided by a foster family who has adequate training, 
supports, and other resources to meet the child’s needs. Although outcomes are best 
for children in the least restrictive, most family-like, and stable setting possible, foster 
care is intended as a temporary placement until the child can be safely reunified with 
his/her family, achieve a permanent home with caring and capable kin, or be adopted. 

Starting in the 1980s, overuse of congregate care — which includes emergency or 
shelter care, group care, residential care, and psychiatric or hospital settings — became 
common, as the number of children in foster care began increasing dramatically. At the 
same time, children entering care have demonstrated more severe health and 
behavioral problems and availability of family foster care providers has decreased. 
Workers’ growing caseloads hinder the necessary monitoring of placements and 
development of alternatives to move children out of group care. As a result, children 
and youth have lingered not only in foster care but in overly restrictive congregate 
care facilities. In addition, the longer children and youth stay in congregate care, 
the less likely they are to make a successful transition back into their families, 
communities, or mainstream society. 

Research indicates that congregate care should be the placement of last resort and 
that when it cannot be avoided, it should be as brief as possible. A rigorous study by 
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U.S. researchers in Romania shows that stays in orphanages affect the brain 
development of young children. Toddlers placed in quality foster homes scored 
dramatically higher on IQ tests years later than children who stayed in orphanages, 
and those with the longest stays suffered the most severe impacts. Other studies 
show that children and youth who spend the majority of their placement time in 
highly restrictive settings complete fewer years of school, have poorer school 
achievement, and lower educational aspirations than children in less restrictive 
settings. Even when congregate care is reserved for children and youth who display 
seriously violent and aggressive behavior, these behaviors do not appear to improve 
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m such settings. 

Congregate care is also a costly intervention — with the average monthly cost of 
residential treatment from $5,000 to $6,000 per month. These funds can be better 
invested in preventing child abuse and neglect, providing supports for families to 
reduce the need for out-of-home placement, and supporting kin and family foster 
care providers when placement is unavoidable. 

Like other child welfare goals, reducing congregate care and shifting placement to 
kin and family foster care requires a combination of policy strategies, rather than 
a single response. Strategies that support family foster care include family supports 
described in Policy Area I of this report — parenting education and training, respite 
and short-term crisis care, and navigators. 


6.1 Family foster care within the child's own geographic 
and cultural community. 

Family foster care placements in geographically and culturally familiar settings may 
improve placement stability and other positive outcomes. An Illinois study found 
that children placed outside their own neighborhoods were 55 percent more likely 
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to experience subsequent instability than those placed near their homes of origin. 
Illinois children in state custody, the vast majority of whom are African American, 
experienced 75 percent more moves within a year if placed in white families than 
if placed with African American families. 

Recommended policies are based on community and agency experiences as well 
as the opinions of national and local experts, who believe that placement within 
the child’s home community can help reduce the trauma of separation and increase 
the possibility, timeliness, and quality of family reunification. The Annie E. Casey 
Foundation’s Family to Family Initiative promotes local collaboratives that serve 
children in neighborhood foster homes so the relationships between the children, 
their primary families, and their natural support networks can be maintained. 
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The Family to Family Initiative identifies neighborhoods with high child protection 
referral rates and then recruits, develops and supports kin and foster families who 
can care for children within their own neighborhoods. Denver County, Colorado, 
for example, is investing in seven community collaboratives that recruit local foster 
families, support kinship placements, advocate for needed services in the 
communities in which families live, and more. 

In 2002, 26 child welfare agencies from across the country, representing more than 
94,000 children in out-of-home placement, participated in a Breakthrough Series 
Collaborative (BSC) sponsored by Casey Family Programs on strategies for recruiting 
and retaining foster and adoptive resource families. The BSC is a method that 
originated in the health care field for rapidly testing small-scale changes, often 
making multiple cycles of modifications, and, when deemed successful, quickly 
spreading the changes throughout the system. Participating agencies identified key 
themes of effective strategies: culturally sensitive recruitment of foster families, 
creating partnerships with the faith community in recruitment, and learning about, 
educating, and engaging targeted communities in recruitment efforts. 

Policy Options: States can promote placement in a child’s community by adopting 
either or both of the following policies: 

• Foster family recruitment is targeted to neighborhoods with high placement rates 
and to communities of color (whose children are disproportionally represented 
in the foster care population). 

• Placements that maintain a child’s ties to his/her geographic and cultural 
community are required. 


6.2 Investment in supports for foster families. 

A host of factors contribute to low foster family recruitment and retention rates, and 
a combination of strategies is necessary to reduce turnover and improve the quality 
of family foster care. Turnover among foster parents is estimated at 30 to 50 percent 
per year in some places. Among the reasons foster parents cite are lack of agency 
and caseworker support, poor communication and treatment from child protection 
workers, difficulty with a child’s behavior, inadequate services for the children in 
their care, poor training, and caseworker turnover. Illinois caseworkers attribute 
more than a quarter of all moves that children experience to the unwillingness or 
inability of foster caregivers to tolerate children’s emotional or behavioral problems. 

While evidence regarding the effectiveness of many strategies is still underdeveloped, 
states are implementing a number of promising efforts to improve retention and 
recruitment of foster parents. For example, at least seven states provide respite care 
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to either all foster parents or those caring for children with special needs (See Policy 
Area 1.4; Support for families, Respite and short-term crisis care). Connecticut and 
Oregon are among states that extend public health insurance programs to foster 
parents and their dependents. Iowa helps finance and support the Foster and Adoptive 
Parent Association, which assists in recruitment, support, and training its members. 

At least ten states offer some form of reduced liability or liability protection to foster 
parents, and a number of states offer training and peer support. 

Policy Options: States can authorize and fund 1, 2, or 3 of the following supports 
and incentives for foster families: 

• respite services for foster parents 

• health insurance coverage for foster parents and their dependents 

• reduced liability or liability protection 


6.3 Adequate financial support for family foster care. 

An adequate level of financial support for foster care providers contributes to 
recruitment and retention of foster families, may limit the number of children’s 
placement moves, and helps to ensure that the basic needs of children in family 
foster care are met. Foster parents and other advocates routinely report that current 
payment rates in most every state do not cover actual costs, and there is some 
evidence that inadequate rates negatively affect foster parent recruitment and 
retention and the care that children in foster care receive. Research documents that 
foster parents incur expenses that exceed foster care rates, often pay out of their own 
pockets to meet children’s needs, and consider no longer providing care as a result of 
financial strain. 

A recent study established “Minimum Adequate Rates for Children in Foster Care” 
(MARC) for each of the 50 states and the District of Columbia by analyzing 
consumer expenditure data reflecting the costs of caring for a child, identifying and 
accounting for additional costs particular to children in foster care, and applying a 
geographic cost-of-living adjustment. These calculations are based on expenditures 
that are allowable under the Title IV-E Foster Care Maintenance Program, which 
defines foster care maintenance payments as covering the cost of providing food, 
clothing, shelter, daily supervision, school supplies, personal incidentals, insurance 
and travel for visitation with a child’s biological family. 

Policy Option: States can authorize and fund foster care payment rates that meet 
M.A.R.C. standards. 


72 


Policy Matters: Setting and Measuring Benchmarks For State Policies 


6.4 Prohibition of congregate care for young children. 

A growing body of research provides strong evidence that young children should not 
be placed in congregate care settings unless they have serious medical needs that 
cannot be met in another setting. Stringent, scientific evidence that institutional care 
diminishes the brain development of young children includes a longitudinal study 
of young children in Romanian orphanages and quality family foster care. By age 
4 1/2, children in foster care were scoring almost ten points higher on IQ tests than 
children who remained in orphanages. Children who left the orphanages before age 
two saw an almost 15-point increase. Another study comparing the experiences of 
children in foster care and those in group homes shows that children in group home 
settings score lower on developmental and psychomotor assessments than those in 
foster homes. 

Nevada legislation will go into effect in 2008 that prohibits placement of a child 
under age three in congregate care unless it avoids separating siblings or the child 
requires medical services that cannot be provided in another setting. In 2009, the 
prohibitions and requirements will be extended to children under age six. (Nev. Rev. 
Stats., 432B.3905) 

In Arizona, state agency policy prohibits placement of children under age two in 
congregate care settings, including emergency shelters, unless a specific procedure 
certifies that the placement is unavoidable. Numerical goals for reducing the number 
of children by different age categories and lengths of stay were critical to holding the 
Department accountable for reducing reliance on shelter care. In Denver County, 
Colorado, emergency shelters stopped accepting children under age 12 in 2003. 

Policy Options: States can prohibit placement in congregate care (unless the child’s 
documented medical needs cannot be met in a less restrictive setting) for children in the 
following age categories (listed in increasing order of the number of children affected): 

• Under 3 years of age 

• Under 6 years of age 

• Under 12 years of age 
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6.5 Alternatives to reduce the need for congregate care. 

Reducing reliance on congregate care requires development of a continuum of 
enhanced forms of family foster care. Jurisdictions including New York City and 
select counties in California and Washington have achieved significant success 
moving children out of congregate care directly into the homes of caring kin or foster 
families. In 2003, the New York City Administration for Childrens Services (ACS) 
began implementation of its Congregate Care Reduction Initiative, designed to end 
the City’s over-reliance on group and residential care as placement resources for older 
children and youth. Family-based placements were developed, and more than 48 
facilities were closed, eliminating 535 congregate care beds. 

Evidence-based outpatient treatment. For some children, family foster care together 
with outpatient treatment for medical, mental health and other disabilities allows 
movement out of congregate care. In Denver, multi-systemic therapy has helped 
reduce the length of stay in congregate care for some young people (See Policy Area 

2.6 Home and community-based services for families and children with mental illness: 
Children with Mental Health Problems, Evidence-based, home and community mental 
health services). 

Therapeutic foster care. Highly trained foster families who provide intensive 
supervision and case management and receive higher payments are effective 
alternatives for children with emotional, behavioral and mental health problems. 

In addition to the child’s basic needs for shelter and care, therapeutic foster care 
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includes services and treatment tailored to meet the child’s unique needs. 

Evidence-based models of enhanced foster care. Program evaluations support specific 
models of enhanced family foster care that provide comprehensive supports for both 
children and foster care providers. 

The Mockingbird Family Model (MFM) places foster youth in the center of a 
community of four to ten foster or kinship homes in a given neighborhood. At the 
center of the constellation is a Hub Home operated by licensed foster parents who 
coordinate special events, youth activities and emotional resources to support foster 
youth and other parents in the cluster. The model includes respite, placement of 
siblings together, cultural/ethnic consideration (for example, foster parents with the 
same background), respite care, crisis respite, and family social activities. Initial, 
small scale evaluation results are positive, and participating foster families are 
enthusiastic. Eighty-four percent of children remained in one foster home 
consistently over the period evaluated. According to foster parents, placement 
disruptions were prevented by the availability of MFM respite and support. 
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In the Neighbor to Family Program, foster caregivers strive to enable siblings in 
foster care to live together close to home in their own communities, while efforts 
are made to reunite them with their families. Caregivers are trained and salaried staff 
members who act as mentors with biological parents and receive 24-hour support 
and benefits. They are part of specialized multidisciplinary teams that offer case 
management, therapeutic and counseling services, permanency planning and other 
related services. Between 1998 and 2002, Neighbor to Family served 42 sibling 
groups with 143 children, with high rates of joint sibling placement and placement 
stability Programs are located Daytona Beach, Fort Lauderdale, Orlando and 
Gainesville, Florida; as well as Baltimore, Maryland; Norfolk, Virginia; and 4 counties 
in Georgia. 

Policy Options: States can reduce reliance on congregate care by authorizing and 
funding 1, 2, or 3 of the following placement alternatives: 

• Evidence-based out-patient treatment 

• Evidence -based therapeutic foster care 

• Evidence-based models of enhanced family foster care. 
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Policy Area 6: Family Foster Care Resources and Support Summary of Policy Options 


Policy Area 

Policy Options 

6.1 Family foster 
care within the 
child's own 
geographic and 
cultural 
community 

Promote placement in a child's community by adopting either 
or both of the following policies: 

• Foster family recruitment is targeted to neighborhoods with high 
placement rates and to communities of color (whose children are 
disproportionally represented in the foster care population). 

• Placements that maintain a child's ties to his/her geographic 
and cultural community are required. 

6.2 Investment in 
supports for 
foster families 

Authorize and fund 1, 2, or 3 of the following supports and 
incentives for foster families: 

• Respite services for foster parents 

• Health insurance coverage for foster parents and their dependents 

• Reduced liability or liability protection 

6.3 Adequate 

financial support 
for family foster 
care 

Authorize and fund foster care payment rates that meet M.A.R.C. 
standards. 

6.4 Prohibition of 

congregate care 
for young 
children 

Prohibit placement in congregate care (unless the child's 
documented medical needs cannot be met in a less restrictive 
setting) for children in the following age categories (listed in 
increasing order of the number of children affected): 

• Under 3 years of age 

• Under 6 years of age 

6.5 Alternatives to 

reduce the need 
for congregate 
care 

Reduce reliance on congregate care by authorizing and funding 
1, 2, or 3 of the following placement alternatives: 

• Evidence-based out-patient treatment 

• Evidence-based therapeutic foster care 

• Evidence-based models of enhanced family foster care. 
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Well-being of Children 
Who Experience 
Out-of-Home Placement 


Child well-being is a complex achievement that requires adequate nutrition, health 
care, and shelter; multiple supportive relationships with adults and peers; challenging 
and engaging activities and learning experiences; meaningful opportunities for 
involvement and membership; and physical and emotional safety. For children who 
are involved with the child welfare system and especially those in foster care, well- 
being is a hard-won goal. Compared to their peers, they face much greater risks and 
poorer outcomes, including higher rates of physical disabilities and developmental 
delays, poor academic engagement and performance, serious emotional and 
behavioral problems, and fewer social skills. About 60 percent of children in foster 
care have a chronic medical condition, while 25 percent have three or more chronic 
problems. Fifty to 80 percent of children in foster care have moderate to severe 
mental health and behavioral problems, and up to 60 percent have at least one 
psychiatric disorder. About 60 percent of preschool age children in foster care have 
developmental delay. 

By definition, children involved with the child welfare system are likely to have 
experienced trauma. The majority have experienced neglect, which may be associated 
with poor prenatal care, malnutrition, under-treated illnesses, immunization delays, 
the effects of parental depression or stress, and lack of access to needed social and 
educational services. At least one-third of children in the child welfare system are 
victims of sexual, psychological or physical abuse, often at the hands of a parent or 
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caregiver, and for these children the emotional wounds can be severe and the impact 
devastating. The majority of children in foster care are under age five, and for them 
the impact of trauma on healthy development is especially acute. 

In addition to the negative effects of the experiences that brought them into the child 
welfare system, these vulnerable children often experience further harm caused by 
separation from family, frequent placement moves, inappropriate placements, and lack 
of access to needed services and supports. Because multiple factors can negatively 
impact a child’s development, it is essential that all children in foster care have access 
to comprehensive assessment, ongoing monitoring, and an array of services to meet 
their needs. Policies to help ensure effective assessment, monitoring, and individualized 
case planning for children involved with the child welfare system are addressed in 
another section of this report. (See Policy 9.1, Individualized and comprehensive 
assessments and planning.) This section suggests policies that can improve access 
to services that research documents improve child well-being. 


7.1 Access to quality early care and education. 

Young children in foster care stand to gain a range of benefits from participation 
in high quality early care and education. Brain research shows that the foundations 
are laid in infancy and early childhood for trust, self-esteem, conscience, empathy, 
problem solving, focused learning, and impulse control. Early childhood is an 
especially critical time for the neurological and cognitive development of children 
in foster care. As many as 59 percent of foster children aged two months to two 
years are at high risk for a clinical level of impairment. 

Extensive research over many years has demonstrated that high quality early care 
and education programs have a positive impact on virtually all measures of child 
development, including cognitive skills, school achievement, social skills, and 
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reduced conduct problems. In addition, child care centers, head start facilities, 
and preschools are emerging as strategic and feasible venues for building protective 
factors critical to child abuse and neglect prevention and to effective responses to 
families in time of crisis. Programs that have a positive impact incorporate specific, 
high quality components, including family support services, parental classroom 
involvement, and home visits from a school representative. 

To benefit from high quality programs, children in foster care must be ensured access 
to the programs. However, studies show that young children involved with the child 
welfare system are less likely than other children to have access to developmental 
services. Only 18 percent of the foster parents in a 2000 New York study reported 
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that children in their care were enrolled in preschool programs; most said that no 
one advised them to enroll the children. 

With the 2003 Rilya Wilson Act (2003 Fla. Laws, SB 1318, Chap. 292), the Florida 
Legislature stated its intent that children in state care receive an age appropriate 
education to help ameliorate the negative effects of abuse, neglect and abandonment. 
The Act requires that case plans specify participation in child care and, for those 
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participating in early education programs, enrollment five days per week. 

California legislation provides a mechanism to finance child care for children in 
foster care. It requires the state child welfare agency to allow counties to use federal 
Title IV-E funds to subsidize child care by amending the state foster care plan. (2004 
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Cal. Stats., SB 1612, Chap. 845) 

Policy Options: States can promote participation in quality early care and education 
among young children in foster care by adopting and funding the implementation 
of one of the following policies: 

• Participation is mandatory up to school age 

• Participation is mandatory for children ages three to five 

• Participation is available for children from birth to age three 


7.2 Educational advocates or liaisons. 

Educational outcomes for children in foster care may be improved if they have 
trained and informed adults serving as their advocates with the school system, or if 
there are liaison staff responsible for improving child welfare-education coordination 
and performance. Compared to their peers, children in foster care experience higher 
dropout rates as well as higher rates of grade retention, truancy, absenteeism and 
tardiness. Responsibility and accountability for the educational outcomes of children 
in foster care are often unclear, and the children often lack a consistent, 
knowledgeable adult who can advocate on their behalf for appropriate and effective 
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educational services. Youth, caregivers, and child welfare agencies identify lack of 
educational advocacy as one of the child welfare systems major shortfalls and, when 
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available, as one of its most important assets. ~ In addition, lack of adequate 
educational advocacy was cited as a problem by the federal Child and Family 
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Services Reviews (CFSRs) for 14 of the first 37 states reviewed. 

A study of 25 children in foster care and the key adults in their lives found that the 
children were missing the adult understanding, involvement and advocacy in their 
education that children who succeed in school experience. Foster parents were most 
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concerned with the childrens behavior; and they rarely expressed concern with their 
foster children’s poor grades or helped with homework. Caseworkers generally were 
unaware of children’s school performance. School staff seldom had information of a 
child’s background or foster care experiences, rarely understood how those factors 
might affect educational achievement, and were unaware when the demands of the 
foster care system (such as medical appointments, therapy, or court appearances) 
caused children to miss tests or other assignments. In addition to educational 
advocacy for children in foster care, researchers and experts recommend improved 
communication and coordination among child welfare and school representatives 
and basic training for teachers and other school personnel on the overall structure 
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and function of the child welfare system. 

The Individuals with Disabilities Education Act (IDEA) provides for the appointment 
of a surrogate to advocate and make decisions on behalf of a child regarding special 
educational services, if the child is a ward of the state. Some state laws require that 
relative caregivers, foster parents or court-appointed special advocates be given first 
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preference for appointment as a surrogate. New Hampshire legislation, for 
example, authorizes foster parents to act as educational advocates. 

Another approach is use of educational liaison staff or consultants to enhance 
interagency coordination on behalf of children in foster care. The Connecticut 
Department of Children and Families (the State child welfare agency) contracts 
with six educational consultants, each of whom covers a different region of the state 
and is a former teacher, administrator, or school psychologist. Their duties include 
consulting with caseworkers on children’s educational needs, advocating with 
schools for appropriate services, reviewing children’s educational records, conducting 
educational testing and evaluation, observing children and consulting with foster 
parents, participating in special education planning, and acting as liaison between 

196 

the child welfare agency and the education system. 

California Assembly Bill 490 passed in 2003, requires each local educational agency 
to designate a staff person as the educational liaison for children in foster care. In 
Contra Costa County, California, educational liaisons are employees of the county 
Office of Education but are placed in the child welfare agency 

Policy Options: States can promote the availability of trained and informed 
educational advocates or liaisons by adopting 1, 2, or 3, of the following policies: 

• Kinship caregivers, foster parents or court-appointed special advocates have 
preference for appointment by the court as educational surrogate or advocate. 

• Educational advocates must be available within the child welfare system 

• Educational advocates must be available within the school system 
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7.3 Medical coverage. 

Many children in foster care do not receive adequate health care services. In a 2005 
analysis of state child welfare performance, the U.S. Department of Health and 
Human Services (HHS) found that only one state met federal standards for health 
and mental health services delivery to children involved with the child welfare 
system. In more than 30 percent of the cases reviewed, child welfare agencies failed 
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to provide adequate services, despite a mandated responsibility for meeting the 
health and mental health needs of children in their custody. In 2008, Congress 
included a provision in the Fostering Connections legislation that requires states to 
work with Medicaid agencies to develop a plan for oversight and coordination of 
health care services for children in foster care. The plan must include specific steps 
that will be taken to assess, treat and monitor the comprehensive health care needs 
of foster children. 

Medical coverage for children in foster care can be achieved through a mix of funding 
strategies that involve federal and state sources (See Policy Area 14.1 Interagency 
collaboration: Funding flexibility). The interplay between Title IV-E and Medicaid is 
the first and most critical step in providing comprehensive medical coverage. Foster 
children who are eligible for Title IV-E foster care reimbursement are also Medicaid- 
eligible and all states also extend Medicaid eligibility to children in foster care who 
are not IV-E eligible. At the same time, each state develops and administers its own 
Medicaid plan — determining eligibility standards, services, and payment rates in 
compliance with federal rules. Relying upon existing Medicaid plans for foster 
children introduces the inherent challenges that can undermine the effectiveness 
of Medicaid services. These challenges include lack of mental health services for 
children, an insufficient number of doctors and dentists willing to accept Medicaid, 
inconsistency in conducting adequate and timely health and mental health assessments, 
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and inconsistent provision of preventive health and dental services. In 2002, the 
federal government designated 3,216 geographic areas as “shortage areas” for primary 
care health providers; 1,953 are so designated for dental health providers; and 963 
are designated as having mental health provider shortages. Strategies for making 
health care available to under-served children and families are outlined in the Policy 
Matters publication, Promoting Better Family Health: Recommendations for State Policy. 

Funding Strategies: Because states have great leeway in determining their Medicaid 
programs, there is enormous variation in spending per child in foster care. For 
example, a 2005 Urban Institute analysis found that Medicaid spending per foster 
child ranged from $1,309 in Arizona to $19,408 in Maine. The average expenditure 
per enrollee for all children in foster care is $4,336. Twelve states expended more 
than $8,000, while 11 states spent less than $3,000 per enrolled foster child. 
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States can begin to address these variations through an examination of Medicaid 
options and waivers. 

Coordinating the funding streams to fund comprehensive health care for children in 
custody requires a cross-agency analysis of allowable uses and limitations. Many 
states have formed task forces to develop health care plans that include an evaluation 
of all potential funding sources, allowable uses, waivers and options. Funding 
strategies that emerge blend funds that cover administrative costs versus clinical 
services, include state funds for non-reimbursable costs, and include funding from 
different agencies. Finally, incentives for providers should be explored (See Policy 
Area 10.3: Monitoring and Oversight Systems, Performance Based Contracting) to 
encourage the development and provision of special services. 

Targeted case management. Case management that can help an eligible individual 
gain access to needed services can be covered when a state is permitted a Medicaid- 
approved targeted case management (TCM) option. Thirty-eight states have 
designated children in foster care as a targeted population for case management 
services. TCM recipients are more likely than non-TCM recipients to receive a 
number of critical services, including physician services, prescription drugs, dental 
treatment, and rehabilitation. It should be noted that this option is threatened 
by recent federal regulatory changes eliminating TCM for children in foster care. 

The changes are being challenged by all states and some members of Congress. 

Continuous coverage. There is wide variation among states in continuation of 
Medicaid coverage when children leave foster care to return to their families, or 
reach permanency through adoption or legal guardianship. New York is among the 
states that provide this important benefit. Lack of continuous coverage can prevent 
reunification of families whose children have intensive health or mental health needs, 
lead to re-entry into foster care, or result in poor outcomes for children after 
reunification. 

Policy Options: States can fund and authorize medical services in accordance with 
1, 2, or 3 of the following policies: 

• State implements a comprehensive funding strategy that examines Medicaid 
spending per enrollee, strategic use of funding, use of state funds, provider 
incentives and interagency funding. 

• State provides Medicaid targeted case management services for children in foster 
care. 

• State continues Medicaid coverage for children leaving foster care to be reunified 
with their families. 
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7.4 Evidence-based mental health and trauma treatment. 


Evidence-based mental health treatments and emerging first response strategies for 
children and youth who have experienced trauma can help improve outcomes for 
children involved with the child welfare system. In a study of nearly 700 foster care 
“alumni” living in the Northwestern United States, researchers found that nearly half 
had experienced a serious mental health problem such as depression, social phobia, 
panic disorder, post-traumatic stress disorder (PTSD), or drug dependency during 
the past year. Many of the alumni struggled with more than one of these problems. 
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The rate of PTSD was twice that generally attributed to U.S. war veterans. A study 
of placement stability in Illinois found that children with “externalizing” mental 
health diagnoses such as conduct disorders were 12 percent more likely than their 
peers to experience placement moves. See Policy Area 2.6: Home and community- 
based services for families and children with mental illness, for a description of 
research-tested mental health treatments. 

Research-tested mental health treatment includes: 

• Cognitive Behavioral Therapy, which works with children and youth of many 
ages to improve anxiety, depression, and — if parents are involved — disruptive 
behaviors, attention deficit hyperactivity disorder (ADHD), and possibly PTSD. 

• Multi-systemic Therapy, which improves oppositional behavior, conduct disorder, 
sexual offenses, and substance abuse. It reduces criminal behaviors and out of 
home placements. The subject of multiple studies, the therapy has been proven 
primarily with males and adolescents. 

Evidence-based assessments and trauma-specific treatments being used by 
children’s mental health practitioners include: 

• Parent-Child Interactive Therapy, 

• Trauma-Focused Cognitive Behavioral Therapy, 

• Dialectal Behavior Therapy, 

• Trauma Recovery and Empowerment for Adolescent Girls and Young Women, 
and 

• Seeking Safety for Adolescents. 

Illinois legislation (2005 111. Public Act 004-0034, 111. State Code: Sec. 5.25) requires 
that trauma services must be provided for every child in the care of the child welfare 
agency who needs them. 

Elimination of harmful practices is necessary along with implementation of 
evidence-based treatment. The use of practices such as seclusion and restraint when 
not absolutely necessary has resulted in trauma, and in some cases, untimely death 
in residential and hospital-based mental health settings. A federally led initiative is 
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underway in eight states to eliminate the use of seclusion and restraint in residential 
facilities and hospitals. Massachusetts, Louisiana, and Hawaii are focusing specifically 
on eliminating the use with children. Both Massachusetts and Louisiana have 
reduced seclusion and restraints in institutions for children by 80 percent. In Hawaii, 
where restraints and seclusion are not widely used, the needs of children who have 
run away or assaulted are being addressed. 

Policy Options: States can promote evidence -based mental health and trauma 
treatment by adopting and funding the implementation of either or both of the 
following policies: 

• Evidence-based mental health and trauma services are available for every child 
in foster care. 

• Unnecessary use of seclusion and restraints and other practices that research 
demonstrates cause or heighten trauma for children are prohibited. 


7.5 Medical and educational records (passports). 

Safeguarding the medical and educational records of children in foster care and 
ensuring that their records follow them throughout their time in care can help improve 
child well-being. One study found that more than 30 percent of youth in foster care 
had eight or more placements with foster families or group homes. Sixty-five percent 
experienced seven or more school changes from elementary through high school. 

As a result of changes in schools and health care providers tied to placement moves, 
available educational and health information about these children is often incomplete. 
Misplaced, delayed, inaccessible, or incomplete educational records contribute to 
negative school experiences — including inappropriate programming, missed days, 
and delayed high school graduation. Inadequate medical records can result in life- 
threatening health care crises for children in foster care. A federal study of Medicaid 
services for children in foster care in New Jersey found that caseworkers for half the 
children in the sample and the majority of caregivers did not receive the child’s medical 
records or received only partial records. 

To enhance continuity of health care, several states have developed an abbreviated 
health record often called a medical passport. Held by the child welfare agency and 
the foster parent, the medical passport has the potential to facilitate the transfer of 
essential information among physical and mental health professionals. It provides a 
brief listing of the child’s medical problems, allergies, chronic medications, and 
immunization data as well as basic social service and family history. Foster parents are 
instructed to keep this document for the child, bring it to all health visits, and ensure 
that health care providers update the information on the form. When the child 
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changes foster care placements, reunifies with his or her family, or achieves another 
permanent placement, the medical passport is transferred to the child’s new caregiver. 
Computerized health information systems are also being developed in several states to 
make specific health information about children in foster care more readily accessible 
to practitioners and child welfare agencies, to safeguard the data despite changes in 
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caseworkers and caregivers, and to ensure confidentiality of the information. 

Educational passports can help promote seamless educational transitions for children 
and youth when educational placement changes occur. In the Child and Family 
Services Reviews, the federal government rates availability of school records as one 
factor for judging how well a state is meeting the Child Well-Being Outcome for 
education. In 18 of the first 37 states reviewed, education records were missing from 
case files or had not been made available to foster parents. The Fostering Connections 
legislation responds to this concern by requiring states to ensure that educational 
records are provided to a new school when children can not stay in the school in 
which they were enrolled when they were placed in foster care. 

Several states have enacted legislation aimed at improving records sharing and 
avoiding both delays in enrollment and uninformed educational programming. For 
example, Texas legislation (2005 Tex. Gen. Faws, SB 6, Chap. 268) requires the State 
Health and Human Services Commission to develop an educational passport for each 
foster child to include educational records, the child’s grade-level performance, and 
any other relevant information. The child welfare agency is required to make the 
passport available to the person authorized to consent to medical care and to a 
health care provider if the information is necessary to the provision of medical care. 

The courts have an important role to ensure that children in foster care receive needed 
and appropriate services and that health and education records follow a child. The 
National Council of Juvenile and Family Court Judges has developed a judicial 
checklist that court officials can use to monitor children’s education needs and 
treatment. Checklists have been developed for use by judges in Alaska, California, 
District of Columbia, Idaho, New Mexico, New York, and Washington. 

Policy Options: States can promote record sharing by adopting 1, 2, 3, or 4 of the 
following policies: 

• Medical passports are required for all children in foster care. 

• Educational passports are required for all children in foster care. 

• Computerized health information systems safeguard medical information about 
children in foster care. 

• Courts monitor children’s medical and educational needs and services. 
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Policy Area 7: Well-being of Children Who Experience Out-of-Home Placement Summary of Policy Options 


Policy Area 

Policy Options 

7 . 1 Access to 

quality early 
care and 
education 

Promote participation in quality early care and education among 
young children in foster care by adopting and funding the 
implementation of one of the following policies: 

• Participation is mandatory up to school age 

• Participation is mandatory for children ages three to five 

• Participation is available for children from birth to age three 

7.2 Educational 

advocates or 
liaisons 

Promote the availability of trained and informed educational 
advocates or liaisons by adopting 1, 2, or 3, of the following 
policies: 

• Kinship caregivers, foster parents or court-appointed special 
advocates have preference for appointment by the court as 
educational surrogate or advocate. 

• Educational advocates must be available within the child 
welfare system 

• Educational advocates must be available within the school system 

7.3 Medical 

Fund and authorize medical services in accordance with 1, 2, or 3 
of the following policies: 

coverage 

• State implements a comprehensive funding strategy that examines 
Medicaid spending per enrollee, strategic use of funding, use of 
state funds, provider incentives and interagency funding. 

• State provides Medicaid targeted case management services for 
children in foster care. 

• State continues Medicaid coverage for children leaving foster care 
to be reunified with their families. 

7.4 Evidence-based 

mental health 
and trauma 
treatment 

Promote evidence -based mental health and trauma treatment by 
adopting and funding the implementation of either or both of the 
following policies: 

• Evidence-based mental health and trauma services are available 
for every child in foster care. 

• Unnecessary use of seclusion and restraints and other practices 
that research demonstrates cause or heighten trauma for children 
are prohibited. 

7.5 Medical and 

educational 

records 

(passports) 

Promote record sharing by adopting 1, 2, 3, or 4 of the following 
policies: 

• Medical passports are required for all children in foster care. 

• Educational passports are required for all children in foster care. 

• Computerized health information systems safeguard medical 
information about children in foster care. 

• Courts monitor children's medical and educational needs and 
services. 
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Youth in Transition 
to Adulthood 


To ensure that the 20,000 young people aging out of foster care each year overcome 
the obstacles their neglect, abuse, and stays in state custody have caused, they must 
be assured the support and opportunities to succeed that other youth have. Tragically, 
many of these young people experience a range of negative outcomes as they transition 
from state custody to adulthood — outcomes that impact their lifelong health, well- 
being, productivity, and contribution to society 

With educational achievement and opportunities lagging behind their peers, many 
young people leave foster care poorly prepared to succeed. A third of youth in foster 
care do not complete their high school degree. At age 19, only 18 percent of foster 
youth are pursuing a four-year degree, compared to 62 percent of their 19-year-old 
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peers. By their mid-twenties, about the same percentage of foster care alumni have 
obtained a high school degree as the general population, but most opt for a GED, a 
decision associated with fewer opportunities to obtain an advanced degree or generate 
equivalent income. At age 25, less than three percent of foster care alumni in one 
study had completed a bachelors degree or higher, compared to 24 percent of the 
general population. 

Youth transitioning to adulthood from foster care take many personal problems with 
them. One-third of 19 year old foster care alumni suffer from depression, dysthymia, 
post-traumatic stress disorder (PTSD), social phobia, alcohol abuse, alcohol dependence, 
substance abuse, or substance dependence. At the same time, one-third of young 
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adults leaving foster care have no health insurance, a rate nearly double that of 18 to 
44 year olds nationwide. 

Studies of young adult foster care alumni reveal that in addition to health care needs, 
these young people face significant economic hardships. More than one in five 
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alumni experiences homelessness after leaving foster care. A quarter of them are 
categorized as food insecure on a composite measure of food security. Of those who 
reported any income from employment during the past year, more than three- 
quarters earned less than $5,000, and 90 percent earned less than $10,000. 

The Fostering Connections legislation requires child welfare caseworkers to help 
youth make this transition to adulthood by working with the youth to develop a 
“personal transition plan” during the 90 day period immediately before they leave 
foster care. The plan must include specific options for housing, health insurance, 
education, local opportunities for mentoring, continuing support services, workforce 
supports and employment services. This requirement can help youth develop a 
more planful approach to transition from foster care, and can be supported by the 
following policy actions to help meet the permanency, health, education, and 
housing needs of youth aging out of foster care. 


8.1 Foster care extended past age 18. 

Research suggests that allowing youth to remain in foster care voluntarily after age 
18 is an important policy option, particularly since many youth do not graduate from 
high school until after their 18th birthday. Youth remaining in state custody for an 
additional year are more likely to advance their education, have stable housing, stay 
out of the juvenile justice system, receive independent living services, and have 
access to health and mental health services. Staying in care allows young people 
to access services and supports to an extent not offered after state custody ends. 

In addition, continued court jurisdiction of their cases can help monitor and improve 
their progress toward a successful transition. 

Over half the states allow at least some youth to stay in care past 18. However, many 
states extend age limits only to 19 and set requirements for remaining in care that 
may be unrealistic for many foster youth. For example, in several states (including 
Pennsylvania), foster youth may remain in care only if they are enrolled in an 
educational activity (such as finishing high school or attending a postsecondary 
institution), or (in Ohio) if they have a special need or disability. Arizona, and DC 
allow youth to remain in care without any conditions. In Illinois, a young person can 
remain in foster care until 21 if the state finds that the health, safety, and best interest 
of the youth and public require continuation. 
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In 2008, Congress authorized an option for states to provide federal support to Title 
IV-E eligible youth in foster care until the age of 19, 20 or 21. In order to be eligible, 
youth must be completing high school or a GED program, be enrolled in post- 
secondary or vocational school, participate in an employment program, or be 
employed for at least 80 hours per month. Youth who are incapable of doing any 
these activities due to a medical condition are also eligible, as are youth who are 
adopted or in guardianship. 

Policy Options: States can adopt one of the following policies to allow youth stay in 
foster care past age 21: 

• Up to age 19, 20 or 21 for Title IV-E eligible foster and adoptive youth or youth 
in guardianship under the federal option: 

• With state funding, support for non IV-E eligible youth 

• With state funding, extend foster care assistance up to age 25 for all youth 

8.2 Method of continuing participation in foster care after 
age 18. 

States have several options for extending foster care to youth after age 18. 
Continuation can be automatic, or youth can be required to request an extension. 
Alternatively, states can implement a “return policy” for youth who leave foster care 
at age 18. In Kentucky, for example, policy allows emancipated foster youth who 
experience difficulties to return to state care, where they are ensured health 
insurance, housing, and continued support. 

Policy Options: States can facilitate the process for youth to stay in foster care by 
adopting one of the following policies: 

• Automatic continuation 

• Opt-out, opt-in allowed 

• Continuing court supervision 


8.3 Medicaid eligibility. 

To ensure that youth have access to medical care when they leave foster care, states 
should take advantage of the federal option that allows extended Medicaid coverage. 
Under the federal Chafee Foster Care Independence Act, states have the option to 
expand Medicaid eligibility to transitioning youth who were in foster care on their 18th 
birthday, are under age 21, and do not exceed income and asset levels as determined 
by the state. If states choose to take advantage of this option, their expenditures 
continue to be matched at their standard federal Medicaid matching rate. 
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Currently, at least 19 states (Arizona, California, Connecticut, Florida, Indiana, Iowa, 
Kansas, Mississippi, Nevada, New Jersey, Oklahoma, South Carolina, South Dakota, 
Texas, Utah, Colorado, Michigan, Georgia and Wyoming) have chosen to expand 
Medicaid eligibility. For example, Arizona has no income ceiling for foster youth to 
qualify for Medicaid, and Texas statutes require the state to provide uninterrupted 
Medicaid coverage to young people who age out of foster care at age 18 through the 
month of their 21st birthday 

Policy Option: States can adopt a policy that youth who are in foster care or were in 
care at age 18 are eligible for Medicaid coverage until age 21, regardless of whether 
they are receiving extended foster care assistance. 


8.4 Educational assistance. 

Providing tuition assistance helps youth in transition complete a higher level of 
education and prepares them for a more prosperous future. The Midwest Study of 
foster care alumni found that youth who remain in care past age 18 are significantly 
more likely to continue their education than those who do not. To assist them, 
Congress amended the Chafee Foster Care Independence Act in 2001 to authorize 
the Educational and Training Voucher (ETV) Program for foster youth. Fostering 
Connections legislation extends eligibility for the ETV program to children 16 and 
older who exit foster to adoption or guardianship. 

Annual appropriations to help states pay for postsecondary education, training and 
related costs have totaled between $42 million and $47 million. Eligible youth may 
receive the lesser of $5,000 a year or the total cost of attending an institution of 
higher education. Students who have participated in the ETV program before their 
21st birthday may continue to receive this education support up to age 23. Federal 
program guidelines call for former foster youth to apply for ETV funds in the state 
where they currently reside; however, many youth apply in the state where they were 
emancipated, resulting in confusion for states and recipients. 

In addition, an increasing number of states provide their own educational assistance. 
Florida, Georgia, Kentucky, Maine, Maryland, Massachusetts, Michigan, New Jersey, 
North Carolina, Oregon, Texas, Virginia and Washington have grant, scholarship, or 
tuition waiver programs for foster youth attending state-supported colleges and 
universities and allow youth adopted from foster care to remain eligible for their use. 

Some states have loosened restrictive educational conditions attached to aid. For 
example, recognizing how difficult it can be for foster youth to maintain full-time 
enrollment in educational activities while meeting their other survival needs, Florida 
has opted to allow for part-time attendance until age 24. 
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Policy Options: States can adopt a policy that youth in foster care and foster care 
alumni are eligible for educational assistance through 1, 2, or 3 of the following 
mechanisms 

• Educational grants of $5,000, as allowed via Chafee federal funds 

• Educational grants funded by state supplements to Chafee funds 

• Tuition waivers for state-supported colleges and universities 


8.5 Housing assistance. 

To prevent homelessness and other housing issues that youth leaving foster care face, 
policymakers need to ensure that housing assistance is available. States may spend 
up to 30 percent of their federal Chafee Foster Care Independence Act funding 
allocations on room and board for former foster youth. At least ten states have opted 
to use the full 30 percent allowed. 

States can take additional steps to support foster youth and alumni in meeting their 
housing needs. For example, California created a transitional housing program for 
foster youth with a dedicated funding stream for transitional housing for emancipated 
youth until age 24 (Cal. Ann. Welf. & Inst. Code, Sec. 11403.1-2). Connecticut 
provides a continuum of services until age 21 that includes a community housing 
assistance program with a housing subsidy and case management. 

Policy Options: States can authorize and fund either or both of the following 
programs: 

• Transitional housing programs 

• Housing subsidies for youth 

These programs can be made available to youth in the following age categories (in 
increasing order of youth affected): 

• Up to age 21 

• Up to age 24 
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8.6 Employment Readiness/ Assistance. 

Youth exiting foster care to adulthood often have dismal employment outcomes. Their 
employment is often sporadic and seldom provides them with financial security Along 
with their educational deficits and inability to rely on family for meeting basic needs, 
limited employment contributes to the serious economic hardship experienced by 
many young adults who transition from foster care to adulthood. Many youth 
exiting foster care lack the skills and maturity to be successful in the adult workforce 
in part because they have not had employment role models while growing up or the 
employment connections that family can sometimes provide. There is some 
evidence that targeted job training and readiness supports provided by using a multi- 
system approach may improve individuals’ preparation for employment. 

Five states (California, Illinois, Michigan, New York, and Texas) received federal 
grants from the U.S. Department of Labor’s Employment and Training Administration 
(ETA) and contributed state matching funds to conduct demonstration projects 
designed to improve outcomes for youth exiting from foster care. States were 
required to target the city or county with the largest number of youth in foster care 
for the projects. The sites provided job preparation, college preparation, GED/basic 
education, life skills training, income support and other training and services. Sites 
varied in their services and activities, which included job-preparation and job- 
finding activities, transition counseling, internships, individualized job search and 
career preparation activities, tutoring, life coaching and mentoring. Although 
promising practices were developed across sites, outcomes for participants were 
difficult to measure and were mixed overall. The data showed that the longer youth 
received intensive services across multiple service systems, the more likely they were 
to achieve employment, a GED or diploma, or post-secondary education. In 
addition, program participants and evaluators reported that certain components 
contributed to readiness. 

Policy Options: States can authorize and fund employment readiness and assistance 
that feature 1, 2 or 3 of the following: 

• An integrated multi-system wraparound approach to support youth while they 
acquire employment readiness skills. 

• Staff specialists who work directly with youth. 

• Long term, intensive services. 
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8.7 Permanent connections to committed adults 


Social networks serve a number of important functions as youth make the transition 
into adulthood and independent living. Social ties provide young adults with 
emotional support; guidance on employment, education, and relationship issues; 
and assistance in times of emergency Most young adults who are raised by their 
birth families have built-in, lifelong support networks of parents, siblings, extended 
family, and family friends. Such relationships, however, are not ensured for youth 
who have spent time in the foster care system. Hard work is often required to 
develop and maintain stable, permanent relationships for youth aging out of foster 
care. Efforts to link youth in foster care with caring adults who are able and willing 
to provide lifelong support and relationship must begin before the child approaches 
emancipation. Case workers, judges, caregivers and others must work deliberately 
with youth to develop a plan for connecting them to committed adults. 

California has developed the most comprehensive policy framework for ensuring 
lifelong connections for young people in foster care. Landmark legislation (2003 
Cal. Stats., AB 408, Chap. 813) requires the state to encourage the development of 
approaches to child protection that ensure that no child leaves foster care without 
a lifelong connection to a committed adult. For every child in care who is ten years 
or older, the court is required to determine whether the child welfare agency has 
made reasonable efforts to maintain relationships with individuals who are important 
to the child. Social workers and certain agencies, in specified circumstances, must 
make efforts to identify those individuals and to make efforts to maintain those 
relationships. County child welfare agencies are required to provide information to 
youth on maintaining important relationships. Training must be provided to county 
child welfare workers regarding the importance of maintaining child relationships 
with important individuals and methods for identifying those people (See Policy Area 
3.1 Location and engagement of Kin). Individuals important to the child must be 
convened for key decision-making, including case plans for young people age 16 
or older, and for the child’s transitional independent living plan. 

In Massachusetts, a statewide initiative called Lifelong Family Connections for 
Adolescents assists young people in foster care as they develop permanency plans. 
The program helps youth review their social connections to identify caring adults 
who are willing and able to make a lifelong commitment, provides relationship 
training for both youth and adults to promote a successful match, and offers ongoing 
support to youth and adults to help them identify community resources and address 
relationship issues. 
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Policy Options: States can promote permanent connections to caring kin by adopting 
and funding implementation of 1, 2, or 3 of the following policies: 

• Child welfare agency is required to ensure that no child leaves foster care 
without a lifelong connection to a committed adult. 

• The court is required to determine that the child welfare agency has made 
reasonable efforts to connect each child in foster care age ten or older with 
a caring adult. 

• Child welfare caseworkers receive training regarding the importance of 
maintaining child connections with kin and methods for identifying a 
committed adult. 
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Policy Area 8: Youth in Transition to Adulthood Summary of Policy Options 


Policy Area 

Policy Options 

8.1 Foster care 
extended past 
age 1 8 

Adopt one of the following policies to allow youth stay in foster 
care past age 21 : 

• Up to age 19, 20 or 21 for IV eligible foster and adoptive youth 
or youth in guardianship under the federal option: 

• With state funding, support for non IV-E eligible youth 

• With state funding, extend foster care assistance up to age 25 
for all youth 

8.2 Method of 

continuing 
participation in 
foster care after 
age 1 8 

Facilitate the process for youth to stay in foster care by adopting 
one of the following policies: 

• Automatic continuation 

• Opt-out, opt-in allowed 

• Continuing court supervision 

8.3 Medicaid 
eligibility 

Adopt a policy that youth who are in foster care or were in care at 
age 18 are eligible for Medicaid coverage until age 21, regardless 
of whether they are receiving extended foster care assistance. 

8.4 Educational 

assistance 

Adopt a policy that youth in foster care and foster care alumni 
are eligible for educational assistance through 1, 2, or 3 of the 
following mechanisms: 

• Educational grants of $5,000, as allowed via Chafee federal funds 

• Educational grants funded by state supplements to Chafee funds 

• Tuition waivers for state-supported colleges and universities. 

8.5 Flousing 

assistance 

Authorize and fund either or both of the following programs: 

• Transitional housing programs 

• Housing subsidies for youth 

These programs can be made available to youth in the following 
age categories (in increasing order of youth affected): 

• Up to age 21 

• Up to age 24 


Policy Area Policy Options 


Continued on page 96 
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Policy Area 8: Youth in Transition to Adulthood Summary of Policy Options 


Policy Area 

Policy Options 

8.6 Employment 
Readiness/ 
Assistance 

Authorize and fund employment readiness and assistance that 
feature 1, 2 or 3 of the following: 

• An integrated multi-system wraparound approach to support 
youth while they acquire employment readiness skills. 

• Staff specialists who work directly with youth. 

• Long term, intensive services. 

8.7 Permanent 

connections to 

committed 

adults 

Promote permanent connections to caring kin by adopting and 

funding implementation of 1, 2, or 3 of the following policies: 

• Child welfare agency is required to ensure that no child leaves 
foster care without a lifelong connection to a committed adult. 

• The court is required to determine that the child welfare agency 
has made reasonable efforts to connect each child in foster care 
age ten or older with a caring adult. 

• Child welfare caseworkers receive training regarding the 
importance of maintaining child connections with kin and methods 
for identifying a committed adult. 
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II. SUPPORTIVE COMMUNITIES 



Community Decision 
Making Partners and 
Service Delivery 


All families are dependent upon the services available in or near their communities 
to ensure the healthy development of their children. Child serving agencies and 
systems are likewise dependent upon community-based services to support parents, 
strengthen families and improve outcomes for the children they serve. In many 
communities, the necessary resources are unavailable to both families and the service 
delivery system. Lack of resources is a joint problem that requires a joint solution. 
The child welfare system alone cannot, and should not, create all the needed resources 
within communities in which families and children live. Conversely, communities are 
equally unable to solely ensure the availability of all assets critical to families, such as 
quality early care and education programs, family support centers, community recreation, 
out of school time programs, safe and affordable housing, and public transportation. 

As a result, a shared need and responsibility exist between the agencies that rely on 
services to assist families and the families in communities that access those resources. 
In order to meet this shared responsibility, a partnership is required to build 
resources. More than twenty years ago, the U.S. Advisory Board on Child Abuse and 
Neglect issued a report detailing a crisis in the child protection system resulting from 
overwhelming demands and insufficient responses. The Board concluded, . [I] t has 
become far easier to pick up the telephone to report one’s neighbor for child abuse 
than it is for that neighbor to pick up the telephone to request and receive help. . .If 
the nation ultimately is to reduce the dollars and personnel needed for investigating 
reports, more resources must be allocated to establishing voluntary, non-punitive 
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access to help.” The Board’s proposal was a child-centered, neighborhood-based 
approach to supporting families and ultimately, protecting children. Yet, a strong 
system of community-based supports has been slow to develop, even though evidence 
demonstrates that “neighbors can collectively provide strong support to children and 
parents and that such support, when available on a regular basis, may reduce the 
incidence of violence.” 

Community supports are best designed and developed by and through the 
community residents that will ultimately access the resources. A number of federal, 
state and locally supported initiatives have provided strong demonstrations of the 
shared responsibility and need that is served by the development of community- 
decision making collaborations. The Safe Kids/Safe Streets Initiative, funded by the 
federal Office of Juvenile Justice and Delinquency Prevention, succeeded in building 
broad-based collaboratives focused on child abuse and neglect issues in five very 
different communities. These five collaboratives enabled their communities to forge 
partnerships across agencies and engage a broad range of stakeholders in developing 
a plan for addressing child abuse and neglect along with the corresponding 
resources. The State of Maryland codified collaboration entities and provided 
funding to implement a local interagency service delivery system for children, youth, 
and families. Maryland’s local collaboratives, made up of residents and agencies 
in each county, have effectively worked to identify local needs and develop resources 
to meet those needs. The District of Columbia has established and supported 
neighborhood collaboratives in which individuals and organizations come together 
in each neighborhood to form a coordinated network of services and supports for 
children and families. The District collaboratives have several functions; they provide 
direct services, coordinate services, develop community capacity, monitor progress, 
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and coordinate resource development. In all three examples, local residents 
partnered with agency representatives to collectively meet their shared responsibility 
to families and communities. 

A study of the effectiveness of community decision-making partnerships identified 
the key elements as: strong resident and community involvement; stable leadership; 
private sector and business involvement; and partnerships with an appointed or 
elected branch of government. The study further determined that effective 
collaboratives were: 

• Developing new and innovative services and strategies, 

• Improving access to services, 

• Providing information and connecting residents to services, and 

• Facilitating public agency system connections to natural helping systems. 
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Community level collaboration provides an opportunity to meet two vitally important 
objectives: to strengthen the continuum of services available to child welfare agencies 
and to provide resources for residents outside of the child protection system. 


9.1 Capacity for developing comprehensive, community- 
based services. 

To be active and effective partners in the healthy development of the community’s 
children, local collaborative organizations require investment in administration, 
technical assistance and dedicated funding for services identified by local 
collaboratives, including: 

• tools to identify needed resources (such as community mapping, resident 
surveys, and self-assessments), 

• assistance in developing community mobilization and engagement strategies, 

• leadership development capacity, and 

• funding for administration and services. 

Multi-year trend data and anecdotal evidence suggest that community based 
decision-making partnerships can contribute to the improved well-being of children, 
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families and communities. However, research on the efficacy of community 
collaboratives found that providing technical assistance to the local communities is 
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vital to the success of the collaboration in its effort to improve child well-being. 

Over the past twenty years, many local collaboratives have developed that focused 
on a broad agenda of child well-being while also creating resources that enhanced 
the service delivery system of child welfare agencies. In 1997 West Virginia supported 
the ability of families to care for their children through the development of Family 
Resource Networks (FRNs). The early FRNs were created as a statewide network of 
community organizations that were composed of residents and providers and served 
as the coordinating and planning bodies for their communities’ service system for 
children and families. The FRNs conducted needs assessments, developed local plans, 
identified system improvements, and evaluated results. The state established a cross- 
agency fund to support the FRNs that began with Medicaid and AFDC, in addition to 
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redirected state funds. Since 1994 the Oregon Commission on Children and Families 
has continuously sponsored local, coordinated, comprehensive services for children 
and families through a system of local collaboratives supported by state general funds. 

The Family Connection Partnership in Georgia is a nonprofit organization that 
supports a network of 159 collaboratives throughout the state. The collaboratives are 
public-private partnerships made up of agency and community representatives that 
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develop, fund, implement and evaluate a comprehensive interagency plan for services 
to children. The Family Connection Partnership provides technical assistance to the 
local collaboratives on results-based facilitation, new coordinator training, cultural 
responsiveness, board development, strategy development, contract reporting, 
financial reporting, finance, funding, evaluation, plan review, family engagement and 
collaboration. In 2006 they implemented Family Connection Standards for Excellence in 
Collaboration and Community Decision-Making establishing a system of assessment and 
standards for the performance of the collaboratives. 

While financing the services planned or coordinated by the collaboratives is essential 
to the development of community resources for child welfare agencies and families 
to access, it is important to note that research on effective community decision- 
making found that influencing funding was more important to success than control 
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of the funding. In either case, identifying dedicated funding streams has proven 
challenging due to the categorical nature and limited availability of financial support. 
As far back as 1992 it was noted that the term “categorical funding” had become 
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“synonymous with all that is wrong with current social services” because the result 
of such targeted funding was a fragmentation of services. Since the 1980’s there have 
been efforts to decategorize funding streams in order to serve children and families 
more holistically. The most notable effort is the Child Welfare Decategorization 
Project in Iowa (also known as “DeCat”), which began with 30 funding streams 
brought together at the county level. Over the years the money has decreased and 
become more restrictive, but the local boards continue to plan, coordinate and 
distribute several funding sources including federal juvenile justice, TANF, and 

246 

Promoting Safe and Stable Families dollars. Another approach is in Virginia where 
the pooling of eight funding streams was legislatively mandated through the 
“Comprehensive Services Act for At-Risk Youth and Families”. These funds are 
allocated to the localities through local interagency teams to coordinate services for 
high-risk youth. 

Policy Options: States can authorize and fund 1, 2, or 3 of the following capacity- 
building supports: 

• Multi-year financial investment in administration 

• Technical assistance 

• Dedicated funding for services identified by local collaboratives 


9.2 Monitoring based on outcomes and service quality. 

One important policy objective for community collaboratives is determining the 
results to be achieved and the measurement of their progress, because what gets 
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measured gets done. However, what is measured, how it is measured and why it is 
measured all need to be carefully considered to ensure that the goals are supported 
by data readily available at the state and local levels. The most effective results-based 
systems measure broad population level outcomes that ensure contributions from 
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all sectors and improve the overall result. State outcomes should be linked to 
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measurements at the community level because it is the responsibility of the state 
and community to work together to meet the challenge of helping all youth become 
successful adults. For example, the state of Vermont focused on supporting 
community-based planning designed to improve outcomes for children and families 
and subsequently experienced improvements in the rates of adolescent parenting, 
juvenile delinquency, and child abuse. 

Policy Option: States can require that a collaborative process is used with local 
partners to establish results, collect data, report on outcomes and create accountability 


9.3 Community-based doorways to services. 

Communities and government need to work together to ensure that young children 
have a good beginning and that they are successful in school and ready for the future. 
State agency collaboration with neighborhood groups opens up many new avenues for 
community-based services to achieve positive outcomes. Community-based services are 
found in the neighborhoods where children and families live and can be provided by 
grass-roots groups, large community-based organizations or government sponsored 
programs. The key opportunity of coordinated services at the community level is the 
prospect of reducing or eliminating fundamental barriers to the delivery of services to 
children and families both inside and outside the child welfare system. The problem 
created by categorical funding is only one part of the “iron triangle of specialized 
funding, specialized professional purviews, and specialized agency organization . . . 
that delimit and divide solutions to family problems rather than encourage broader 
and more flexible responses”. Creating local services gives rise to potential new 
strategies for child welfare agencies to effectively and comprehensively support children 
and families in their communities by addressing the range of needs families display. 

Service accessibility is defined by the following characteristics: coordinated or 
integrated eligibility determination and application for assistance, collocated service 
delivery systems, coordinated or integrated case management, and service delivery 
oriented toward customer satisfaction. 

Coordinated or integrated eligibility determination and application for assistance is a goal 
of many human services agencies. Washington State conducted a survey that found 
families did not complete applications for public benefits to which they were entitled 
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because the process was too cumbersome and confusing. As a result, the State 
Department of Family and Health Services now has a single online application and 
eligibility determination process. While a number of states have developed some 
form of multi-program application, the process often remains lengthy and difficult. 
Vermont’s approach has been to make a multi-program online application accessible 
through community based centers to both streamline the process and create linkages 
with existing services. The application covers approximately 12 different benefit 
programs including TANF, food stamps, child care, and Medicaid. 

Collocated services reduce the number of entry points a family must navigate in order 
to gain access to currently available programs. The Annie E. Casey Foundations 
Family to Family initiative found that a neighborhood location that co-locates child 
welfare and community services encourages the development of long-term supports 
for families and improves access to services. Examples of community doorways 
include Louisville, Kentucky where leadership noted that co-location of CPS workers 
dramatically changed the perceptions of families regarding services and supports 
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available to them within the community and through CPS. Massachusetts formed 
“Patch Teams” that collocated child welfare staff in family support centers where a 
wide array of family assistance is provided through a shared decision-making, 
community-based service model. 

Nebraska created community based doorways through Family Resource Centers. 

The centers provide social and emergency services such as: Family Preservation case 
coordination; rent assistance; emergency food; household budgeting workshops; 
home weatherization; HUD-certified mortgage counseling; Head Start; GED, English 
as a second language, adult basic education tutoring, computer skills training; 
education and job skills development, work-related clothing or tools; computer 
learning lab; one-on-one tutoring, academic support, mentoring, vocational 
exploration; child care; community gardens; summer camp scholarships; back-to- 
school fairs; and linkage to other community resources and other supports for 
families and children. These examples demonstrate the value of in order to provide 
comprehensive services in a seamless fashion in communities. 

Coordinated or integrated case management refers to a team approach where services 
from various agencies are effectively coordinated in a family or child’s service plan. 
One study found that integrated case management resulted in better coordination 
among staff, more complete service integration and improved client outcomes. 

The Maine Children’s Cabinet launched Integrated Case Management (ICM) that 
brought together child welfare, domestic violence, mental health and substance 
abuse through a state funded initiative. In an early example of child welfare and 
domestic violence coordination Oregon located contracted domestic violence 
specialists in all local child welfare offices. 
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Service delivery that focuses on customer satisfaction would strive to address the needs of 
customers and the quality and accessibility of assistance. Research on the benefits of 
customer satisfaction goals in the private sector and their application to the public 
sector suggests that there are important lessons to be derived from a customer service 
orientation. At the most basic level, both human services staff and the families they 
serve stand to benefit. Human services workers have a demonstrated desire to be 
“helpers”, but there are very few opportunities for them to see the clear benefits 
of the help they provide. By creating a customer service orientation with a defined 
mechanism for obtaining feedback from customers, workers would have an 
opportunity to feel and hear the impact of their efforts. On the other hand, families 
who are customers would benefit from motivated workers. A customer service 
delivery system has the potential to achieve: better informed resident/consumers; 
improved quality of available resources; and greater access to an appropriate array of 
services. A control group study demonstrated that Montgomery County, Maryland’s 
Department of Health and Human Services improved customers’ satisfaction with 
service delivery by implementing a customer service approach within a center 
providing family economic support and housing stabilization assistance. Key features 
included designated customer service staff that helped consumers navigate the 
application, eligibility determination and referral process; customer service training 
for all staff of the service center; surveys and other customer feedback; and physical 
improvements intended to make the facility more customer-friendly. Although 
customer satisfaction strategies have not been rigorously tested with child welfare 
services, Montgomery County is expanding their approach to additional centers that 
provide family economic support and housing assistance. 

Policy Options: States can promote service accessibility by adopting 1, 2, 3, or 4 
of the following service delivery mechanisms: 

• Coordinated or integrated eligibility determination and application for assistance; 

• Collocated service delivery systems; 

• Coordinated or integrated case management; and 

• Customer service oriented service delivery 
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Policy Area 9: Community Decision-Making Partners Summary of Policy Options 


Policy Area 

Policy Options 

9.1 Capacity for 

developing 
comprehensive, 
community- 
based services 

Authorize and fund 1, 2, or 3 of the following capacity-building 
supports: 

• Multi-year financial investment in administration 

• Technical assistance 

• Dedicated funding for services identified by local collaboratives 

9.2 Monitoring 

based on 
outcomes and 
service quality 

Require that a collaborative process is used with local partners 
to establish results, collect data, report on outcomes and create 
accountability 

9.3 Community- 

based doorways 
to services 

Promote service accessibility by adopting 1, 2, 3, or 4 of the 
following service delivery mechanisms: 

• Coordinated or integrated eligibility determination and 
application for assistance; 

• Collocated service delivery systems; 

• Coordinated or integrated case management; and 

• Customer service oriented service delivery. 
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III. EFFECTIVE SYSTEMS 



Effective Assessment 
and Case Planning 



Decision-Making Systems 


10.1 Individualized and comprehensive assessments and 
planning. 

An essential step to determine a child’s safety, cognitive physical, emotional, and social 
development is a comprehensive assessment and corresponding plan of services. 

A comprehensive assessment is necessary to effectively determine the child’s 

1. safety; 

2. cognitive, social, emotional and physical development; and 

3. the nurturing capacity of their family environment. 

Studies profiling the health status of children and adolescents entering foster care 
demonstrate high rates of acute and chronic medical problems, developmental delays, 
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educational disorders and behavioral health conditions, finding that children in 
foster care are almost four times as likely as other children to have a disability. It is 
clear that periodic health and mental health assessments of children in foster care 
can minimize problems and ensure that the child’s needs are met, particularly when 
conducted at the time of initial placement and any changes in placement, as 
recommended by the Child Welfare League of America-American Academy of 
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Pediatrics standards on health care for children in foster care. As of 2002, fewer than 
half of state child welfare agencies reported having adopted these standards. 

Individualized child assessment: Determining the safety, well-being and developmental 
status of children involved in the child welfare system is necessary to identify the 
appropriate response and the services they need. Further, to achieve the healthy 
development of children in the child welfare system, a comprehensive assessment is 
necessary to effectively meet their critical social, emotional and physical needs. An 
assessment should include a family assessment that identifies the assets and challenges 
within the child’s environment together with an assessment of the child’s’: 

• Medical (Pediatric developmental assessment); 

• Dental; 

• Mental health; and, 

• Cognitive/educational development. 

The Early Periodic Screening, Diagnosis, and Treatment (EPSDT) Program is a part 
of the Medicaid program that finances pediatric services and is mandatory for 
children in federally assisted foster care. EPSDT is the primary source of health care 
funding for children in foster care since the majority of child welfare agencies lack 
independent financing for primary health services. EPSDT is especially critical, 
since treatment of diagnosed conditions is both mandatory and eligible for federal 
Medicaid reimbursement. 

Programs that involve interdisciplinary teams, have specific settings prepared for 
initial foster care screenings, rely on EPSDT-trained professionals, have presumptive 
Medicaid eligibility, and provide enhanced rates for EPSDT screens on foster children 
appear to ensure the most comprehensive and consistent quality of care. 

EPSDT programs developed in Oregon and West Virginia incorporate the use of 
screening tools that include mental health and substance abuse, can be rapidly 
administered, and provide immediately available results findings. Health Works 
of Illinois, implemented by the Department of Children and Family Services in 
collaboration with the Department of Public Aid and the Department of Human 
Services, uses a community-based approach to serve all children in custody. Children 
are screened within 24 hours of entry and receive a comprehensive evaluation within 
21 days. The program ensures ongoing comprehensive health care, including access 
to specialized services, and documentation of health care history through a Health 
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Passport. In Ohio the Thomas W Blazey Diagnostic Center is a one-stop clinic 
where children receive a complete physical examination at the time of placement 
and follow up assessments occur upon any placement change and prior to discharge. 
The center houses medical, dental and psychosocial services. 
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Educational assessments are mandated through Part C and Part B of the Individuals 
with Disabilities Education Act (IDEA), a federal law established to ensure that all 
children with disabilities receive a free appropriate public education. IDEA requires 
states to “identify, locate, and evaluate all children with disabilities, aged birth to 21, 
who are in need of early intervention or special education services”. Part C, which 
focuses on early intervention, applies to children birth to 3 years of age, and Part B, 
which addresses special education, targets children 3 years old and above. As of 
2003, the Child Abuse Prevention and Treatment Act (CAPTA) requires that states 
have procedures to refer children who are the subject of an abuse or neglect referral 
and under the age of three to the early intervention services funded by Part C. 
However, partnerships between Part C providers, Part B special education programs 
and child welfare agencies have generally been inadequate to meet these 
requirements. Massachusetts has piloted the Early Childhood Linkage Initiative 
designed to address this mandate and create a partnership between child welfare and 
early childhood services. In the first three years, the Initiative found that 74 percent 
of children assessed were eligible for services under the state’s criteria, and 49% had 
an eligible delay under federal requirements. 

Comprehensive family assessments: A comprehensive family assessment provides 
information about the child’s home and community that is vital to understanding 
his/her health and developmental progress as well as information about the family’s 
strengths, needs and resources for nurturing the child. This assessment must examine: 

• Safety and risks (including domestic violence) within the home, 

• Parental mental health, 

• Substance abuse issues, and 

• Economic and material well-being (housing stability, food security, etc.). 

The federal Administration for Children and Families developed guidelines for 
comprehensive family assessments noting that “If comprehensive family assessment is 
not undertaken as part of developing the service plan, we often miss the opportunity 
to develop interventions that contribute to lasting change”. 

The Illinois Department of Children and Family Services produced a comprehensive 
family assessment tool for child welfare, which includes a set of questions concerning 
changes in the child’s life during the past year, such as: victimization/neglect, death 
of a family member, new school, lost relationship, serious illness/injury, incarceration 
of a parent, parental unemployment, economic loss, change of residence, and witness 
of a violent crime 

In El Paso County, Colorado, the Department of Human Services’ child welfare 
program and the family economic support program collaborated to address child 
safety and family poverty regardless of which program came in contact with the 
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family. As a result of a broad range of reform activities and a shared vision by both 
programs, a comprehensive assessment was developed to ensure that family income 
and child protection were effectively addressed. (See also Strong Families A6) 

The Family Program in Westchester County, NY is a collaborative effort between 
the Westchester Institute for Human Development and the Westchester County 
Department of Social Services that is designed to meet child welfare permanency 
goals by providing developmental and mental health assessments and services to all 
children in family foster care, their birth parents and their foster families. The initial 
intake assessment consists of a comprehensive developmental assessment for the 
child and a functional assessment of birth parents. Based on the results of the intake 
assessment, other evaluations are completed as necessary by members of the child 
development team including developmental pediatrics, child psychiatry, a psycho- 
educational specialist, speech/language pathology, occupational and physical therapy, 
and audiology. 

Policy Options: States can enhance assessments and planning by adopting one or 
both of the following policies: 

• EPSDT include IDEA Parts B and C evaluations and thorough mental health 
assessments 

• Comprehensive family assessment is required, including safety and risk 
(including domestic violence), mental health, substance abuse, and economic 
and material well-being (housing stability, food security, etc.) 


10.2 Family Team Meetings. 

Successful case plans for children must include information from both a comprehensive 
assessment and the engagement of family members. Family Team Decision Making, 
which is also known as Permanency Team Meetings, Family Team Meetings and 
Family Group Decision Making, is a method used by child welfare systems to create 
a team meeting approach with families. These teams make critical decisions jointly 
by identifying family strengths and needs and developing individualized plans. 
Evaluations of team meetings with families have demonstrated improved outcomes 
for children and greater satisfaction by both workers and family members.” ' In 
cases where children were in out of home placement, the meetings helped to keep 
the children connected with their family. The service plans that result from the 
meetings are not only reliant upon resources in the family’s community, but were 
fully understood and supported by all participants. Family meeting approaches are 
especially effective for minority families. In one study, African American children 
went home in 33 percent of cases with a team meeting, and Hispanic children in 
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39 percent of cases, compared to 13-14 percent of cases using traditional services. 
Relative placements increased from 29 percent to 45 percent following the team 
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meetings. 

Family team decision-making is more effective when caseworkers begin by helping 
families structure the team and develop a full array of members, including extended 
family, other agencies and informal community resources. A study of one FGDM 
approach found that when the teams were strong children were more frequently 
placed with relatives, had shorter stays in care and were more likely to return to their 
families compared to traditional services. Children also reported to be less anxious 
and more adjusted when their families participated in an FGDM conference. Parent 
or caregiver attendance almost uniformly resulted in a decreased likelihood of 
changing placements. 

The Federal government recognized the importance of family team meetings when it 
authorized the Family Connections grants, a $15 million per year competitive grants 
program open to local, state and tribal child welfare organizations, as well as non 
profit organizations that serve foster and kinship families. Family group decision 
making meetings are one of the eligible activities supported through these grants. 

The Durham County, North Carolina Department of Social Services, a Family to 
Family site, was the recipient of a 2003 Best Practices award for their implementation 
of and commitment to Family Team Decision-Making. In describing their efforts 
Durham County highlighted the importance of including family and community 
with agency staff and professionals. This created a common frame of reference and 
a shared vested interest in the family’s success, to which the decline in foster care 
placements was attributed. 

Recognizing the value of the family team approach, the Kansas legislature acted to 
provide the authority for the development of Family Group Decision Making 
(FGDM). The legislation encourages the use of FGDM in individual cases, requires 
the attendance and participation of certain professionals, and requires that all 
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participants be notified of FGDM and the plan resulting from the meeting. 

Policy Options: States can promote family team decision making for children and 
families involved in the child welfare system by adopting 1, 2, or 3 of the following 
requirements: 

• Required at periodic and routine intervals 

• Required for all placement changes 

• Required at the time of removal 
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10.3 Poverty exemption. 

Children who live in extreme poverty are viewed as our nation’s most vulnerable 
population, due to the stresses on their families and the fragility of their living 
circumstances. Economic hardship is one of the key factors thought to be associated 
with reports of child maltreatment, and with child neglect in particular. Although 
correlational analyses suggested associations between poverty and substantiated child 
neglect, the conclusions of a recent report supported previous research findings that 
poverty alone is not a predictor of neglect. 

Nevertheless, when dealing with extremely poor families who are the subject of a report 
of alleged child abuse or neglect, workers frequently confront two difficult and equally 
unappealing choices: leave the child in apparent deprivation or remove the child and 
inflict the emotional trauma of separation. While most practitioners agree that children 
should never be separated from their families solely due to economic deprivation, the 
boundaries between some forms of child neglect and poverty are difficult to establish. 
Some state statutes explicitly provide for a “poverty exemption”, a provision in the child 
abuse and neglect statute that declares a parents financial inability to provide basic 
necessities for children does not, in of itself, constitute child neglect. Eleven states have 
promulgated such laws, however only West Virginia and Wisconsin subsequently 
developed dedicated state funding for the purchase of concrete services. In both 
instances, the child welfare agency is equipped with staff, funding and community 
referrals to address family needs in cases that are screened out for abuse or neglect. 

Given existing mandatory reporting laws which require certain professionals to 
report suspected child abuse or neglect, it is important to educate mandated 
reporters so that they are able to distinguish between neglect and economic 
insufficiency in order to make appropriate reports or referrals for community 
services. A recent Government Accounting Office (GAO) report noted that the top 
three sources of reports to child protective services hotlines in 2003 were educational 
staff, law enforcement officials, and social services personnel, with the last two 
having disproportionate contact with low-income individuals. Training reporters 
could help child welfare agencies reduce inappropriate neglect referrals and redirect 
families to appropriate services and supports. In addition, accountability systems 
allow agencies to examine the number of cases or types of services provided to 
ameliorate family poverty. This will give the agency the capacity to analyze and 
understand the relationship between poverty and allegations of child neglect, services 
provided and referrals or re-referrals. 

Policy Options: States can promote a poverty exemption by adopting one of the 
following policies (listed in increasing order of effectiveness), and authorizing and 
funding corresponding services: 
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• Poverty exemption only 

• Poverty exemption combined with funding for concrete supports 

• Poverty exemption, funding for concrete supports, and training of mandated 
reporters to reduce “poverty-only” referrals and encourage linkages of families 
with appropriate resources 

10.4 Multiple response system. 

Children who are reported as neglected make up two-thirds of the cases screened in 
after a protective services investigation, even though many of these cases may be 
considered low risk and could benefit from community supports. Most child welfare 
agencies lack an intervention specific to these families and apply the same approach 
that is used for the most serious neglect or abuse cases. In response to this problem 
many agencies are now undertaking steps to develop differential approaches to 
address the needs of low-risk families that are screened in for potential risk of harm 
to the child. This multiple response system needs to include several key elements: 

• Identification of low-risk families and non-investigatory response; 

• Omission of the name of the alleged perpetrator in low-risk cases from the 
central child abuse registry; 

• Provision of voluntary family supports and connection with community 
resources for low-risk families; 

• Adequate and available network of community resources and supports for 
families; 

• Required, available and ongoing training to implement system 

The American Humane Association defines differential response as “an approach that 
allows child protective services to respond differently to accepted reports of child 
abuse and neglect, based on such factors as the type and severity of the alleged 
maltreatment, number and sources of previous reports, and willingness of the family 
to participate in services”. Differential response is also known as “dual track”, 
“multiple track”, or “alternative response”. There are variations across the country in 
the implementation of a differential or alternative response approach, but in most 
instances the child welfare agency has developed an assessment of family needs, 
separate from the child protection system, with a corresponding program for 
providing services or community referrals to address those needs. A five year 
evaluation of Missouri’s differential response program found that: 

• The percentage of reported incidents in which some action was taken increased. 

• Child safety was not compromised, and in certain types of cases was improved. 

• In cases where child safety was threatened, children were made safer sooner. 

• Recurrence of child abuse and neglect reports decreased. 
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• There was greater utilization of community resources. 

• Cooperation of families improved. 

• Families were more satisfied and felt more involved in decision-making. 

• Workers judged the family assessment approach to be more effective. 

Minnesota has demonstrated equally impressive outcomes in the evaluation of their 
differential response program after three years. An interesting finding in a study 
of California’s differential response approach was a review of cases by professionals, 
both inside and outside of the child welfare agency, to determine how the system 
would respond under a differential response approach. Under the traditional system 
about 8% of the cases are screened in for risk of harm and provided services. 
However these professionals reported that 94% of the cases would receive services 
appropriate to their level of risk and need under a differential response system. 

According to a 50 state survey, conducted jointly by the Child Welfare League of 
America and the American Human Association, approximately 16 states are at 
varying stages of implementing a differential response approach. California has 
implemented a three path approach to differential response piloted through the 
Breakthrough Series Collaborative process that documented the successes and 
challenges through an intensive testing process. Families who are reported for 
neglect or abuse without an allegation or indication of harm, or risk of harm, would 
be formally referred for community assistance. Where the report and the assessment 
indicate a low to moderate risk of harm to the child, the case would be opened with 
child welfare and services provided through a partnership with community services. 
In the third path, where the risk of harm is elevated, families would be served 
through a traditional child welfare approach. 

Policy Option: States can require a multiple response system for child abuse and 
neglect reports that are screened in and accepted. 
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Policy Area 10: Effective Assessment and Case Planning Summary of Policy Options 


Policy Area 

Policy Options 

10.1 Individualized 
and 

comprehensive 
assessments 
and planning 

Enhance assessments and planning by adopting one or both 
of the following policies: 

• EPSDT include IDEA Parts B and C evaluations and thorough 
mental health assessments 

• Comprehensive family assessment is required, including safety 
and risk (including domestic violence), mental health, substance 
abuse, and economic and material well-being (housing stability, 
food security, etc.) 

10.2 Family Team 
Meetings 

Promote family team decision making for children and families 
involved in the child welfare system by adopting 1, 2, or 3 of the 
following requirements: 

• Required at periodic and routine intervals 

• Required for all placement changes 

• Required at the time of removal 

10.3 Poverty 

exemption 

Promote a poverty exemption by adopting one of the following 
policies (listed in increasing order of effectiveness), and 
authorizing and funding corresponding services: 

• Poverty exemption only 

• Poverty exemption combined with funding for concrete supports 

• Poverty exemption, funding for concrete supports, and training 
of mandated reporters to reduce "poverty-only" referrals and 
encourage linkages of families with appropriate resources 

10.4 Multiple 

response 

system 

Require a multiple response system for child abuse and neglect 
reports that are screened in and accepted. 
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Monitoring and 
Oversight Systems 


Accountability Systems 

1 1.1 Child welfare performance goals. 

The goal of child well-being is the concern of all stakeholders, but until recently 
the approaches to developing performance measures to determine progress by 
child welfare towards that goal were seen as either adversarial or cloaked in secrecy 
The federal Child and Family Services Review (CFSR) require the engagement of 
stakeholders in the performance review process. This federal requirement has the 
potential of creating “an outcomes-focused approach to accountability [that] can free 
public agency administrators and managers to pursue more effective performance 
with other partners rather than having to restrict information, plan in isolation, 
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and defend agency deficiencies”. An example of engaging stakeholders in the 
development of a reform plan is Alabama’s settlement agreement that required 
sweeping improvements in child welfare. Through the agreement and as part of the 
CFSR process, Alabama’s Department of Human Resources engaged private citizens, 
professionals, families and agency partners in the development and implementation 
of the state’s child welfare improvement plan. As a result of these efforts, in 2007 the 
19 year old law suit was dissolved based on the agency’s substantial compliance with 
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all goals to ensure the safety of children in its care. 
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In an example created by the legislature, the Iowa Department of Human Services 
is required to develop an outcomes-based system to measure safety, permanency and 
well-being through a stakeholder panel that both participates in the design and the 
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monitoring. 

Policy Options: States can mandate that child welfare performance goals are clearly 
and publicly developed, articulated and reported 


11.2 Data monitoring, analysis, and reporting. 

Child and family outcomes are the primary focus of the child-serving agencies, yet 
data collection systems are not comprehensive and the resulting information is not 
widely shared. Accountability systems are vital in holding agencies responsible for 
producing targeted outcomes, through clear measures that demonstrate an impact 
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on the goals. California legislatively mandated all 58 counties to measure progress 
towards identified child welfare goals with 14 performance indicators, such as: 
measuring the number of children who are in foster care, the rate of recurrence of 
maltreatment of children in foster care, the number of placements of a foster child, 
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length of time to reunification with birth parents and the rate of adoption. 

Counties receive quarterly data reports on their outcomes in the areas of safety, 
permanency and well-being of children and families who come into contact with 
the child welfare system. 

Policy Option: States can mandate that data are monitored, analyzed, and reported 
to hold child welfare systems accountable for improving all outcomes, including: 
child safety, permanence, and well-being; family well-being; child welfare agency 
performance; individual program performance; and court performance. 


11.3 Performance-based contracting. 

Improving outcomes for children is not solely the responsibility of the agencies it 
is a responsibility that is shared with the private organizations that provide specific 
services through contractual relationships with the agencies. Nevertheless, it is 
uncommon for child welfare agencies to hold providers accountable for the well- 
being of the children they jointly serve. One successful approach has been 
performance based contracting, which is generally defined as contracts between 
the agency and private providers that: 

• Emphasize results related to output, quality, and outcomes rather than how the 
work is performed, 
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• Have an outcome orientation and clearly defined objectives and timeframes, 

• Use measurable performance standards and quality assurance plans, and 
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• Provide performance incentives and tie payment to outcomes. 

Performance based contracting in child welfare has resulted in: increased 
permanency; increased stability of permanency; increased stability of placements; 
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decreasing caseloads; and reinvestment of resources. The primary example of 
performance based contracting remains the Illinois Department of Children and 
Family Services (DCFS). DCFS has consistently improved permanency for children 
and families by aligning results with the financial interests of private providers. The 
agency also made significant investments in activities by the providers that would 
support permanency through staff positions; service dollars to ensure resources 
both at the time of placement and after reunification; and the flexibility to use 
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administrative funds to support different models. 

Policy Option: States can mandate that performance-based contracting is required, 
monitored, and enforced to hold private providers accountable for improving child 
well-being, safety and permanence. 


1 1.4 Quality Service Reviews. 

Determining the well-being of children and families being served by child welfare 
agencies can be difficult since much of the information is contained in case files and 
in the experiences of the people involved, not in data collection systems. Therefore 
it is necessary to use qualitative as well as quantitative measures that include: 

• An adequate number of cases reviewed; 

• Reviews that are both statewide and local; 

• A routine and systematic review process; 

• Identification of performance issues, barriers, and strategies for improvement; 

• Routine and public reporting of findings and recommendations 

Quality Service Reviews (QSR) provide a qualitative method for assessing the service 
systems ability to respond to the individual needs of the children and families they 

297 

serve through interviews and a review of case files.” The protocol involves a series of 
structured interviews with key information resources in two areas: Child and Family 
Status, and System Performance. The sources include case files as well as individuals 
involved in a case including children, parents, foster parents, other family members, 
therapists, teachers, and caseworkers. The interview team is trained to assess the 
information received and use it to determine a score of system performance based 
upon a scale. The process of quantification combines case reviews by all interviewers 
and reviewers through a group resolution process to produce an overall system score. 
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Approximately 15 states have implemented a quality assurance process that relies 
on case service reviews, including Utah. Utah has established a quality improvement 
system that includes clear outcomes and indicators published in the state’s strategic 
plan which are regularly tracked and reported. The information analyzed as part of 
this system includes case reviews conducted in teams with stakeholders. The quality 
improvement process in Utah has led to changes in practice, improvements in 
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documentation, policy changes and the development of new resources. As 
determined by their QSR the overall system performance score went from 41.6% 
to 84.2% in five years. 

Policy Option: Quality Service Reviews that effectively examine practice are required 
and supported. 


1 1.5 Independent ombudsman office or other 
independent advocate. 

When families and children experience frustrations or problems with the child 
welfare agency there are few avenues for resolution, this can lead to unsuccessful 
service plans, disrupted placements and communication barriers that prevent 
progress towards the family and child’s goals. An ombudsman or child advocate 
office is one effective approach to resolving complaints from citizens and 
professionals regarding the manner in which the agencies are serving children. The 
American Bar Association (ABA) defines “ombudsman” as “a government official who 
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hears and investigates complaints by private citizens against government agencies” 
The ABA recommends the following critical elements of an ombudsman office: 

• Full independence from the agency in which the ombudsman operates. 

• Qualified staff — that is, legal experts to investigate and substantiate rights 
violations, social services experts to monitor and evaluate the adequacy of 
treatment, and educational experts to determine the effectiveness of academic 
and vocational programming. 

• Sufficient funding and resources. 

• Sufficient statutory authority to carry out investigations and mandate 
improvements. 

• Ready access to youth, documents, records, and witnesses, in addition to 
subpoena power. 

• Good-faith immunity from civil liability. 

• Assurance that retaliation against a complainant in any form is prohibited. 

• Lack of interference by officials or administrators of the agency or service 
provider that is the subject of the complaint. 
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Approximately 27 states have a children’s ombudsman, the majority of which were 
established through legislative action. The first of these efforts, the Rhode Island 
Office of the Child Advocate, was created to protect the legal rights of children in the 
care of the state through: the review of policies, procedures and legislation; 
investigation of complaints and child fatalities; recommendations for system wide 
reform; and monitoring of foster homes and institutional facilities. The New Jersey 
Office of the Child Advocate has subpoena power and the ability to bring legal 
action, which is the widest authority of the ombudsman offices nationally A study 
of the Childrens Ombudsman in Michigan determined that through the investigation 
of complaints changes occurred in the case management, child protective services 
investigations and service provision within the child welfare system. 

Policy Option: States can mandate oversight of individual treatment through an 
independent ombudsman office or other independent advocate. 
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Policy Area 10: Monitoring and Oversight Systems Summary of Policy Options 


Policy Area 

Policy Options 

11.1 Child welfare 
performance 
goals 

Mandate that child welfare performance goals are clearly and 
publicly developed, articulated and reported) 

11.2 Data 

monitoring, 
analysis, and 
reporting 

Mandate that data are monitored, analyzed, and reported to hold 
child welfare systems accountable for improving all outcomes, 
including: child safety, permanence, and well-being; family well- 
being; child welfare agency performance; individual program 
performance; and court performance. 

1 .3 Performance- 
based 

contracting 

Mandate that performance-based contracting is required, 
monitored, and enforced to hold private providers accountable 
for improving child well-being, safety and permanence. 

1 .4 Quality Service 
Reviews 

Quality Service Reviews that effectively examine practice are 
required and supported. 

1 .5 Independent 
ombudsman 
office or other 
independent 
advocate 

Mandate oversight of individual treatment through an 
independent ombudsman office or other independent advocate. 
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Racial Equity Promotion 


African American families were found to be investigated twice as often as 
Caucasians despite the fact that there are no statistically significant differences in 
overall maltreatment rates between African American and Caucasian families In 
fact, after controlling for income, unemployment and location (urban or rural), 
African American communities actually have lower rates of child maltreatment than 
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Caucasian communities. Yet, African American children were 36% more likely than 
Caucasian children to be placed into foster care. The fact that children of color are 
not only over-represented but also experience significantly worse outcomes than 
non-minority children has led to a growing belief that lasting improvements in the 
child welfare system are not possible unless these inequities are eliminated. 

A recent General Accounting Office (GAO) report noted that child welfare 
administrators identified racial bias or cultural misunderstanding among decision 
makers as one of three factors potentially influencing racial disproportionality. Many 
states are working to quantify, comprehend and address this potential bias, which is 
key to reducing the structural elements contributing to disproportionality. Some 
states, such as Texas, require child welfare workers to be trained in “Undoing Racism” 
to analyze the ways in which structural racism may affect their decisions. 

In Michigan, as a result of overwhelming concerns about racial disparities, advocates 
worked with the legislature to require a task force report on racial disproportionality 
in child welfare and juvenile justice including recommendations for long term 
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improvements. After securing consumer input and reviewing all available data, the 
Michigan Advisory Committee on the Overrepresentation of Children of Color in 
Child Welfare issued a report with 1 1 recommendations related to funding, policies, 
programs, and procedures, family engagement, resources, building support for 
reducing disparities, and accountability on the state and local level. 

The data collection components of the analysis included the use of the Quality 
Service Review (QSR) and Praxis Institutional Analysis. The QSR methodology was 
employed to examine practice and systems through a review of cases and the input 
of frontline practitioners, family members, and service providers involved in those 
cases. The Praxis Institutional Analysis process drew together administrators, 
workers, and child welfare experts to jointly examine the data and information to 
uncover how racial disparity comes about in practice, policies and the allocation 
of resources. This combination of tools resulted in a data collection process that 
involved case file review, interviews, focus groups, observations (hotline calls, 
investigations, family team meetings, court hearings) and review of policy 
documents, services and funding. 

A standing committee at the state level is now required to submit an annual report to 
the legislature on the states progress towards reducing disparities through a range of 
strategies resulting from the 10 recommendations. One important recommendation is 
the creation of local accountability groups to continue the review of data and 
evaluation of progress in each county. 

This process highlighted several essential elements to begin addressing racial disparities 
in the systems: legislature and advocate engagement; the creation of a broad-based task 
force; significant consumer input; substantial and systematic review of data; training of 
reviewers both on process and principles key to racial disparities; use of standardized 
tools for the collection of both qualitative and quantitative data; establishment of a plan 
with measurable benchmarks; and ongoing monitoring and oversight. 


12.1 Data monitoring and annual reporting of racial 
disproportionality. 

Despite a general understanding of disproportionality in child welfare, states and 
jurisdictions require an analysis of their own data to fully comprehend the issues 
in their systems: “Analysis of child welfare outcome data by race and ethnicity is 
virtually always one of the triggers for agencies to give increased priority to 
addressing racial disparities. For most jurisdictions, the data reveal such dramatic 
disparities that, once recognized, action to address the problem becomes urgent”. 
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Data is crucial to identifying the problem and developing effective strategies, but 18 
states do not regularly collect data or use it to address disproportionality. 

To ascertain the causes and potential opportunities for change, the Casey/Center for 
the Study of Social Policy Alliance on Racial Equity (Casey/CSSP Alliance) developed 
a scorecard approach as a tool for decision making that uses data that jurisdictions 
may already collect to examine issues of racial equity Woodbury County Iowa, 
identified as one of ten “Promising Practices” sites by the Casey/CSSP Alliance, 
implemented a scorecard that reviews disproportionality by race for child placements 
in out-of-home care; disparity ratios for decision making stages by race/ethnicity and 
disparity ratios for out-of-home type by race. 


An analysis of decision points helps administrators and staff understand how and 
where inequities are occurring in the system. These decision points include child 
protective services investigations, substantiations, placements, terminations of 
parental rights and exits to permanency. As previously noted, African American 
children are more likely to be placed in foster care than non-minority children. 
Additionally, once African American children are removed from their homes, their 
lengths of stay in foster care average 9 months longer than those of White children. 
State child welfare directors reported again that bias or cultural misunderstanding, 
as well as distrust between child welfare decision makers and the families they serve, 
contribute to the removal of children from their homes and potentially prevents early 
reunification. 


The report developed by the Michigan Task Force described previously (see p.g. 126) 
detailed the need to examine decision points and documented statewide racial 
disparities in placement rates noting significant variations between counties. 

Policy Option: States can mandate data collection on outcomes by race and analysis 
of decision-making points and processes that contribute to racial disproportionality 


12.2 Benchmarks for reducing racial disproportionality. 

In order to track improvements, measures must be developed that describe targeted 
outcomes and permit an objective assessment of performance. These benchmarks are 
predictors that the project is progressing as planned through a process that reviews 
qualitative and quantitative data. 

Several states are attempting to develop reform plans through an open engagement 
of stakeholders and a review of the data, such as the Illinois African-American Family 
Commission that was established by law to monitor legislation, programs, policies 
and research that enhance the wellbeing of African-American families. The 
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commission is further charged with developing agency strategies and community- 
based services. In Massachusetts a legislative oversight committee conducted a 
review of the child welfare system in 2006 that resulted in a report with wide- 
ranging recommendations. Among the immediate action steps was to require the 
agency to address disproportionality with a detailed plan to be reported back to the 
legislature. The Michigan plan requires the state agency and the local child welfare 
offices to: 

• Establish work groups to implement new policies and practices, and to develop the 
data, information-gathering and reporting tools needed to track the impact of race 
and ethnicity in the child welfare system and 

• Use data to establish baselines, assess progress and determine customer satisfaction. "" 

Policy Option: States can mandate that child welfare systems (including public 
agencies, private contract agencies, and courts) reduce racial disproportionality using 
measurable, time-specific benchmarks to ensure accountability 
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Policy Area 12: Racial Equity Promotion Summary of Policy Options 


Policy Area 

Policy Options 

1 2 .1 Data monitoring 
and annual 
reporting 
of racial 

disproportionality 

Mandate data collection on outcomes by race and analysis of 
decision-making points and processes that contribute to racial 
disproportionality. 

12.2 Benchmarks for 

reducing racial 
disproportionality 

Mandate that child welfare systems (including public agencies, 
private contract agencies, and courts) reduce racial 
disproportionality using measurable, time-specific benchmarks 
to ensure accountability. 
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Problem-Solving 
Courts and Court 
Improvement Strategies 


Court Systems 

The goal of problem-solving courts in child welfare is to ensure parents have the 
necessary skills to provide a safe and stable home environment and, ultimately, 
ensure that their children become productive members of society 


13.1 Judicial involvement in court improvement efforts. 

Results for children and families involved in the child welfare system are improved 
when courts have effectively collaborated with agencies and multi-disciplinary teams. 
However, the child welfare agencies and the courts have not historically developed a 
strong working relationship. In fact, a report in 2000 by the Government Accounting 
Office found that this lack of a cooperative relationship between the courts and the 
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child welfare system was one of two key problems identified in the family courts. 

As a result, the Deficit Reduction Act of 2005 required collaboration between the 
courts, child welfare agencies, and tribes in order to access certain federal child 
welfare funding. 

One barrier to collaboration expressed by the judiciary is concern about ethical 
violations through activities that may be perceived as creating bias in future or 
current legal proceedings. To address this concern many states have adopted a model 
Judicial Canon: “Judges are, time permitting, encouraged to use their unique position 
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to contribute to the improvement of the law, the legal system, and the administration 
of justice... complete separation of a judge from extrajudicial activities is neither 
possible nor wise; a judge should not become isolated from the community in which 
the judge lives.” 

The Pew Commission on Children in Foster Care recommended that courts demonstrate 
meaningful collaboration through active engagement in the development of policies 
and procedures, cross-training and information sharing. The Commission further 
recommended that these collaborative bodies “monitor and report on the extent to 
which child welfare programs and courts are responsive to the needs of the children 
in their joint care”. 

Data collection and information sharing is critical to the progress of these reforms 
involving the courts and agencies. The Fostering Court Improvement initiative 
was launched in 2006 to enable courts and child welfare agencies to use existing 
Adoption and Foster Care Analysis and Reporting System (AFCARS) data to assess 
child outcomes from the time of removal to the time of discharge. The reports can 
be reviewed by county, judicial circuit, child welfare region or the entire state. 

Collaborations between child welfare and the courts have demonstrated important 
contributions to improving both systems. For example, in New York the Chief Judge 
and the Commissioner of the State Office of Children and Family Services worked 
through the Permanent Judicial Commission on Justice for Children to develop 
permanency legislation that provided for continuous calendaring of child protection 
cases, early investigation of non-custodial parents and other potential permanent 
placements for children, and continuing legal representation of children and parents. 
The Commission is comprised of judges and state and local agency officials, 
advocates, physicians, social workers, and legislators. 

Minnesota established the Childrens Justice Initiative (CJI) that brought together 
the Supreme Court justice and the Department of Human Services commissioner 
to address statewide child welfare system reforms. CJI includes the lead judge from 
every county who act as liaison to local CJI in each of the state’s 87 counties, where 
the local courts and county child welfare administrators work to develop system 
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improvements. 

Policy Option: States can require judicial involvement in any state or local 
commissions or planning teams addressing child welfare improvements and services. 
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13.2 Court improvement models. 

The families, children and child welfare agencies that come before family courts 
are frequently frustrated by delays, continuances, fragmented findings, and 
incomprehensible orders. Conversely, child outcomes and agency performance can 
both be significantly improved through court reforms. A leading example is Pima 
County, Arizona where a court-led initiative to improve educational outcomes for 
children in foster care resulted in system-wide changes. Court improvements have 
become the focus of every state through federally funded programs and efforts by 
national organizations, such as the Pew Commission. 

Twenty-five states report plans to improve the quality of child abuse and neglect 
court hearings, primarily through the establishment or support of model courts 
such as Family Drug Court, One Court/ One Child, One Court/ One Family or 
Alternative Dispute Resolution processes such as mediation. A national cross-site 
evaluation of one these models, Family Drug Treatment Court (FTDC), found that 
parents entered substance abuse treatment more quickly, stayed in treatment longer, 
and completed more treatment episodes. Further, children of FTDC parents entered 
permanent placements more quickly and were more likely to be reunified with their 
parents, compared to children of non-FTDC participants. The San Diego Dependency 
Court Recovery Project resulted in 81% of parents compliant with recovery plans 
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and 3000 children returned home. 

Another important emerging practice involves expanding alternative dispute resolution 
(ADR) programs to include child welfare cases. Eighteen states developed or continued 
ADR programs, including trainings and establishing professional standards for mediators. 
An evaluation of California’s child welfare mediation program found that mediations 
result in full or partial agreement in at least 70 percent of cases. 

Policy Options: States can adopt court improvement models to maximize the 
enhance the effectiveness of the child welfare system. 


13.3 Strategies to improve dependency court performance. 

A national evaluation of court improvement programs reported on progress through 
2005 and found that twenty-seven states identified activities implemented to improve 
the timeliness and efficiency of the court process in child abuse and neglect cases. 

Two types of docket management include block time and time certain docketing. 

In ‘block time docketing’ groups of hearings are assigned to specific blocks of time, 
whereas ‘time certain docketing’ establishes time averages for different types of cases 
that are used to schedule hearings. In both instances the purpose is to reduce the 
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waiting experienced by many families and agencies in family courts. However 
timeliness is a small part of the systemic change necessary to achieve an effective 
dependency court. 

The ABA Center on Children and the Law, the National Center for State Courts, 
and the National Council of Juvenile and Family Court Judges jointly developed 
“Building a Better Court- Measuring and Improving Court Performance and Judicial 
Workload in Child Abuse and Neglect Cases” that promotes measures of timeliness, 
permanence, due process, and safety. These have become the nationally accepted 
standards for systemic improvement in the foster care court system. 

Policy Options: States can promote improved court performance by adopting 1, 2, 3, 
or 4 of the following nationally accepted protocols: 

• Accelerated timelines for appeals, 

• Reduced judicial caseloads, 

• Monitoring of adherence to timelines, 

• Docket management including scheduling time-certain dependency hearings. 

13.4 Collocation of services and/or assessments with courts. 

Collocated services are thought to improve compliance by parents and increase 
communication among the providers and the courts. The services that are commonly 
ordered in family court matters include programs for child sexual abuse, substance 
abuse, mental health or domestic violence. The availability of these assessments or 
services near the court room both improve access and accelerate assessments 
resulting in more successful dependency cases. 

Maryland has established Family Services Divisions within the courts which provide 
or contract for an array of resources: custody/visitation mediation; dependency 
mediation; custody evaluations; home studies; mental health/psychological 
evaluations; substance abuse assessments; co-parenting education; psycho- 
educational programs for children; individual, family and group therapy; anger 
management courses; substance abuse treatment; domestic violence planning; 
visitation centers (supervised visitation and monitored exchange); legal assistance 
projects for unrepresented litigants; and domestic violence programs. 

Policy Options: States can promote improved access by adopting one of the following 
approaches to co-location (listed in increasing order of effectiveness): 

• Assessments are collocated with courts 

• Services are collocated with courts 

• Services and assessments are collocated with courts 
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13.5 Required notice of, and participation in, court hearings. 

The Adoption and Safe Families Act (ASFA) requires that foster parents, pre-adoptive 
parents and relatives providing care for a foster child must be provided with notice 
of, and an opportunity to be heard in, any review or permanency plan hearing. In 
2005, twenty-seven states worked to improve the notification and treatment of 
parties, predominantly through developing resources to explain the child welfare 
system and court proceedings to families and to assist them in accessing services. 
However, for many of the individuals who may be parties in a dependency case, 
explaining the system is a small first step towards ensuring full participation in cases 
that have a profound impact on their lives. For instance, participation of incarcerated 
parents in matters involving their children requires both notice and the facilitation of 
their appearance through either transportation to hearings or closed circuit or 
teleconference hearings. Grandparents are frequently acting as substitute caregivers, 
or may be willing to provide care, but are rarely notified of hearings related to their 
grandchildren. At a minimum, parents and grandparents should be actively engaged 
in child welfare proceedings. 

Finally, many states do not require notice be provided to the children themselves 
who are the subjects of the proceedings. Under Connecticut law, children are entitled 
to be present at all court hearings and any objection to their presence must establish 
good cause for their exclusion. Children in Louisiana are entitled to direct notice 
and to be present at all court hearings. Also, each child has a right to continued 
representation by counsel at each stage of the proceedings. 

Policy Options: States can require courts to provide notice of, and participation in, 
hearings for one of the following subsets of interested parties: 

• Parents, children, grand parents and substitute caregivers 

• Parents, children and grandparents 

• Parents and children 

• Parents 


13.6 Training for attorneys, court staff, and judicial officers. 

Child development, community resources, special family issues, the effects of trauma 
and the needs of children based upon their sexual orientation are all topics not 
generally understood by the legal community. Yet decisions are made every day that 
rely upon these and other matters distinctive to family court cases. In addition, many 
judges and attorneys are not equipped with an understanding of the unique state 
and federal laws governing child welfare proceedings. For example, a 2005 survey 
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of juvenile court judges, attorneys representing children, parents and agencies, and 
child welfare staff highlighted the lack of shared knowledge regarding the application 
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of AS FA timelines to child welfare cases involving incarcerated parents. 

As a result of the need for specialized training, the California Center for Families, 
Children, and the Courts staff worked with the Legal Services for Children of San 
Francisco to develop model standards for treatment of Lesbian /Gay/ Bisexual/ 
Transgender/ Questioning (LGBTQ) youth. In Iowa, Juvenile Court Judges themselves 
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requested training on the co-occurrence of child abuse and domestic abuse. The 
New York State Permanent Judicial Commission on Justice for Children developed 
“Babies Can’t Wait”, a project that involves training on infant health and development 
for both the court and child welfare systems. They also developed a judge’s bench card 
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that provides critical information on the developmental and medical needs of infants. 

The Fostering Connections legislation opens up an important funding stream for 
training for court personnel. H.R. 6893 expands the availability of federal Title IV-E 
training dollars to cover training for court personnel, attorneys, guardian ad litems, 
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and court appointed special advocates. 

Policy Options: States can require regularly scheduled judicial training on issues 
specific to dependency cases, including: dependency proceedings; child development, 
including the effect of poverty, family stress, and trauma; resources and supports 
necessary for effective parenting; issues and needs of LGBTQ youth; and resources, 
services and supports available within the community and public agencies for the 
following positions (listed in increasing order of effectiveness): 

• Court staff 

• Attorneys and Judges 

• Judges, attorneys, court staff and social workers 
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Policy Area 13: Problem-Solving Courts and Court Improvement Strategies Summary of Policy Options 


Policy Area Policy Options 


Policy Area 

Policy Options 

13.1 Judicial 

involvement in 
court 

improvement 

efforts 

Require judicial involvement in any state or local commissions or 
planning teams addressing child welfare improvements and 
services. 

13.2 Court 

improvement 

models 

Adopt court improvement models to maximize the enhance the 
effectiveness of the child welfare system. 

13.3 Strategies to 
improve 
dependency 
court 

performance 

Promote improved court performance by adopting 1, 2, 3, or 4 
of the following nationally accepted protocols: 

• Accelerated timelines for appeals, 

• Reduced judicial caseloads, 

• Monitoring of adherence to timelines, 

• Docket management including scheduling time-certain 
dependency hearings. 

1 3.4 Collocation of 

services and/or 
assessments 
with courts 

Promote improved access by adopting one of the following 
approaches to co-location (listed in increasing order of 
effectiveness): 

• Assessments are collocated with courts 

• Services are collocated with courts 

• Services and assessments are collocated with courts 

13.5 Required 

notice of, and 
participation 
in, court 
hearings 

Require courts to provide notice of, and participation in, 
hearings for one of the following subsets of interested parties: 

• Parents, children, grand parents and substitute caregivers 

• Parents, children and grandparents 

• Parents and children 

• Parents 

13.6 Training for 
attorneys, 
court staff, 
and judicial 
officers 

Require regularly scheduled judicial training on issues specific to 
dependency cases, including: dependency proceedings; child 
development, including the effect of poverty, family stress, and 
trauma; resources and supports necessary for effective parenting; 
issues and needs of LGBTQ youth; and resources, services and 
supports available within the community and public agencies for 
the following positions (listed in increasing order of effectiveness): 

• Court staff 

• Attorneys and Judges 

• Judges, attorneys, court staff and social workers 
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Timely and Qualified 
Legal Representation 



14.1 Appointment and involvement of legal 
representation for parents and children. 


In spite of the trauma to child development that results from separation from parents 
and the enormous implications for a child’s future, only 36 states and the District of 
Columbia require that a lawyer be appointed to a child in dependency and foster 
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care proceedings, more than forty years after the Supreme Court established a 
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child’s right to counsel in delinquency cases. While there is a federal right in 
delinquency court, there is no corresponding right in dependency court. As a result, 
the system of representation of children and parents in dependency cases is 
fragmented and uneven. Legal representation is the only avenue to ensure client 
involvement in dependency matters which go to the core of families. The best 
example of mandated representation is Mississippi which requires that all parties are 
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represented by counsel at all stages of dependency proceedings. This ensures that 
all parents and children are provided an opportunity to engage in the proceedings 
and be heard in matters fundamental to families. Ideally the mandate for continuous 
representation would be coupled with a strong legal services program such as the 
Brooklyn-based Center for Family Representation. The Center has created the 
Community Advocacy Team which consists of an attorney and a social worker that 
begin work with the client before a court petition is filed and continuously 
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throughout the life of the case. The attorney/social worker team provides an 
interdisciplinary approach that can result in better service plans and case outcomes. 
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Policy Option: States can require that representation for parents and children is 
appointed and actively involved prior to the first court hearing and continuously 
throughout the proceedings, including appeals through automatic appointments 
prior to the first hearing, and ongoing throughout case including appeal. 


14.2 Effectiveness of legal representation for parents 
and children. 

Due to the immense responsibilities associated with the work of attorneys in child 
welfare proceedings, thirty-five states are implementing activities to improve the 
representation of parties in child abuse and neglect cases. However these improvements 
are primarily through targeted training and resource development for attorneys, 
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Guardians ad litem (GALs), and/or Court- Appointed Special Advocates (CASAs). 

For instance, Connecticut requires four “mentoring sessions” for new attorneys. 

Each session emphasizes a specific topic area and case examples are used to assist 
the attorneys in key skill development. California requires twenty-eight hours of 
education for attorneys comprised of eight hours of initial training and 20 hours 
of continuing training within the attorney’s first year of dependency practice. The 
Fostering Connections Act expands funding for these efforts by allowing Title IV-E 
training funds to be used to train attorneys, guardian ad litems, and court appointed 
special advocates. 

While training and mentoring are important efforts, they must be supported by an 
infrastructure that allows attorneys to access all the necessary tools to effectively 
represent their clients. The National Association of Childrens Counsel (NACC) noted 
that Child Welfare Attorneys “must possess expertise in state and federal substantive 
and procedural law, trial advocacy and dispute resolution, collateral proceedings, 
community resources and services, family dynamics, and child maltreatment and 
development. . . . The delivery of child welfare legal services requires a practice 
infrastructure, which provides the attorney with the necessary time, compensation, 
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and resources. . . — in other words, a dedicated child welfare law office”. NACC 
recommends, among other things, case load standards, training, certification and a 
multi-disciplinary practice. The Support Center for Child Advocates in Philadelphia 
is a model of NACC’s standards for a child welfare law office. The Center trains and 
supervises both staff and volunteer attorneys who are paired with staff social workers. 
The team then works together to conduct home visits and attend administrative and 
social service meetings and represent the client at all court proceedings. 
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Policy Option: States can require effective representation of mothers, fathers, children 
and substitute caregivers by adopting 1, 2 or 3 of the following: 

• Trained attorneys with manageable caseloads 

• Through the expansion or creation of staff attorney programs that include 
supervision, training and mentoring 

• Attorney/social worker teams 


14.3 Standards for legal representation for children, 
parents, and agencies. 

Despite the complexities of child development, child welfare laws and issues related 
to vulnerable families, a recent survey revealed that 50% of court improvement 
specialists reported that that the duties of child welfare attorneys are not specified 
by either rule or statute, resulting in wide variations in quality both within a state 
and across the states. This lack of uniformity has led to significant efforts to establish 
standards at the state and the national level. The ABA has issued standards specific 
to the representation of parents, children and child welfare agencies. ’ Five states 
participate in the Certified Child Welfare Law Specialist program for attorneys who 
represent children, parents and agencies in child abuse, neglect and dependency 
cases, which requires: 

• No less than 20 percent of practice in child welfare law for the three (3) years; 

• Continuing legal education credit in child welfare law; 

• Peer reviews, including one judge; 

• Writing sample; and 

• Child welfare law exam. 

The representation of children has received specific attention. On the national level, 
the National Conference of Commissioners on Uniform State Laws issued a model 
act for the representation of children that addresses mandatory appointments, 
duration of appointment, qualifications, and duties such as active engagement of 
client, investigation of case facts, involvement in case development and participation 
in case staffing or meetings. 

Two examples of state approaches, Alabama and Wisconsin, demonstrate the use 
of training and certification to ensure quality representation of children. Alabama 
requires certification of GALs through initial training and bi-monthly continuing 
legal education credit covering updates of juvenile dependency, termination of 
parental rights law and other relevant topics. Wisconsin has adopted Court Rule 


Promoting Child Safety, Permanence, and Well-Being Through Safe and Strong Families 


141 


35, “Eligibility for Appointment as Guardian ad litem for a Minor”, which requires 
a minimum amount of approved training for appointment eligibility. The training 
topics include: assessing parenting ability; family law ethics; foster youth transitions 
to adulthood; forensic interviewing; child sexual abuse; case law update; child 
psychopharmacology; methamphetamine effects on the brain and consequences for 
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parenting. 

Policy Options: States can require that representation for children, parents and 
agencies is required to meet one of the following minimum standards (listed in 
order of rigor): 

• ABA standards in court rule or law 

• Certification 
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Policy Area 14: Timely and Qualified Legal Representation Summary of Policy Options 


Policy Area 

Policy Options 

1 4. 1 Appointment 
and involvement 
of legal 
representation 
for parents 
and children 

Require that representation for parents and children is appointed 
and actively involved prior to the first court hearing and 
continuously throughout the proceedings, including appeals 
through automatic appointments prior to the first hearing, 
and ongoing throughout case including appeal. 

1 4.2 Effectiveness 

of legal 
representation 
for parents 
and children 

Require effective representation of mothers, fathers, children 
and substitute caregivers by adopting 1, 2 or 3 of the following: 

Trained attorneys with manageable caseloads 
Through the expansion or creation of staff attorney programs 
that include supervision, training and mentoring 
Attorney/social worker teams 

1 4.3 Standards 

for legal 
representation 
for children, 
parents, and 
agencies 

Require that representation for children, parents and agencies 
is required to meet one of the following minimum standards 
(listed in order of rigor): 

ABA standards in court rule or law 
Certification 
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Interagency 

Collaboration 


Agency Effectiveness 

Interagency collaborations enable agencies to develop creative cross-agency strategies 
to shared problems or populations. Many child welfare collaborations involve another 
single agency, such as domestic violence or substance abuse agencies. However, to 
broadly address the external influences on child welfares goals of safety, permanency 
and well-being of children and families a larger collaborative effort is needed, given 
that relevant partners to child welfare’s outcomes include multiple state agencies. 
State-level coordinating structures may be “the cheaper, faster and better alternative 
for affecting cross-system, cross-outcome change”. Such as Pennsylvania’s Cabinet 
on Children and Families which was established to coordinate and streamline government 
services for children and families. The cabinet is made up of the secretaries of Public 
Welfare, Education, Health, and Labor and Industry; the Secretary of the Budget; the 
Insurance Commissioner; the directors of the Office of Health Care Reform and the 
Governor’s Office of Policy; the Governor’s Chief of Staff; and the chairpersons of the 
Juvenile Court Judges’ Commission and the Commission on Crime and Delinquency. 
Twenty-one states have established Children’s Cabinets or Councils for the purpose of 
improving services and outcomes for children and families. These partnerships allow 
agency leaders to: 

• Plan for improvements; 

• Convene key stakeholders; 

• Establish a vision; 
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• Provide leadership; 

• Identify and coordinate financial resources; 

• Provide support for training and technical assistance; 

• Identify existing budget assets and gaps; 

• Identify and interpret resources uses, restrictions and reporting requirements; 

• Ensure accountability and outcomes; and 

• Develop interagency agreements. 

Interagency collaborations, whether involving two partners or multiple agencies, 
require a set of “tools” to ensure their ability to meet a shared mandate. The tools 
necessary are flexible funding, common outcomes measures, the ability to share 
information, interagency agreements that specify responsibilities, and a coordinated 
process for service delivery. 


15.1 Funding flexibility. 

Children, and their families, are not one dimensional and yet funding for services 
is largely focused on a single problem or issue, which contributes to the fragmented 
approach to serving families. To improve service delivery agencies are encouraged, 
and in some instances mandated, to work cooperatively across systems which 
requires constructing methods of funding to support services either at the micro 
level (e.g. a child’s service plan) or at the macro level (across agencies). Over the 
years various financing strategies have been developed, but to date the research 
is not available that evaluates the effects of funding flexibility separate from the 
outcomes of the overall initiative. As a result, the financing approaches tend to 
be guided by the functions of the initiative and fall into four broad categories: 
decategorized, redirected, braided, or blended/pooled. Decategorized is defined as 
removing the restrictions on the use of the dollars, such as eligibility requirements, 
targeted populations, or restricted services. Blended funding is taking multiple 
funding streams and commingling them into a single source or pool (also known as 
pooled funding). Braided funding retains the categorical restrictions and is separately 
administered but allows multiple agency funding streams to be directed in a 
coordinated fashion towards the same initiative or objective. Redirected funds takes 
money targeted at one project or program and shifts it to a new target, this is 
frequently used for moving investments from ‘deep-end’ services to early intervention 
programs. Each of these financing strategies is designed to support a full range of 
services not covered by strictly categorical funding sources and permit interagency 
collaborations the opportunity to sufficiently resource their defined goals. 
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In Ohio the “Kids in Different Systems” project (KIDS) is financed through pooled 
funding from five agencies, child welfare; education; juvenile justice; the Alcohol, 
Drug Addiction and Mental Health Board; and the Mental Retardation/Developmental 
Disabilities Board. KIDS provides community- based services for dual custody 
children at risk of out-of-home placement or those stepping down from a restrictive 
setting. The Monroe County Health Department in Rochester, New York, decategorized 
seven funding streams into one Child and Family Health Grant to support the delivery 
of integrated health services. 

While Iowa is commonly known for decategorizing funding, the initiative also 
contained an incentive component. In 1987 the Iowa General Assembly directed 
the Department of Human Services to decategorize funding into a single locally 
controlled fund with the goal of reducing the child welfare system’s reliance upon 
institutional and out-of-home care. As result, between 1994 and 1998 there was a 
21 percent decline in out-of-state placements with $16.5 million savings retained 
by counties and reinvested in preventive services. 

An example of the use of blended funds with an incentive structure is Maryland’s 
Local Management Boards (LMBs). The initial work of LMBs focused on family 
preservation services for children at-risk of placement and community-based services 
for youth returning from out-of-state placements. Funds from the state child serving 
agencies were pooled which could be used flexibly by the LMBs on any service the 
child and family needed. The LMBs were authorized to keep up to 75% of any savings 
(the difference between the granted amount and the actual cost of services). The 
remaining 25% of the savings was retained by the state. Through this incentivized 
process LMBs significantly reduced the number of children placed out of state. 

Policy Options: States can promote funding flexibility across programs, agencies, and 
categorical funding streams through one of the following mechanisms (listed in order 
of increasing effectiveness): 

• Incentives and encouragement only 

• Decategorization and pooling only 

• Both decategorizing/pooling and incentives 


15.2 Common result measures. 

To determine whether agencies and organizations have met their responsibilities to 
families, a set of common measures is necessary. Many jurisdictions have adopted 
a results accountability system because it offers an opportunity to: 

• Engage stakeholders and program providers in building broadly shared visions 
of what goals are important and what strategies are required to achieve them. 
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• Think creatively about solutions while ensuring that interventions are timely and 
relevant. 

• Move from categorical program approaches to more holistic ones. 

• Examine how different interventions can be integrated to achieve mutually 
shared goals. 

• Collect data and monitor progress systematically, to identify and critically 
examine successes and failures, and to use this information to improve 
operations, services, and outcomes. 

• Demonstrate results and build confidence in public institutions. 

To develop shared outcomes agencies, organizations and collaboratives start by asking: 

• What conditions of well being (results) do we want for children, adults, families 
and communities, stated in plain language? 

• How could we recognize these conditions in measurable terms? (indicators) 

• What are our baselines? Where have we been and where are we headed on the 
indicators? 

• What is the story behind the baselines? Why do the indicator baselines look the 
way they do? What are the causes? 

• Who are the potential partners who have a role to play in doing better? 

• What works? What do we think it will take to do better? 

• What do we propose to actually do (action plan and budget)? 

Since 1996, Maryland has used this results-based framework to advance the well- 
being of children and families. Eight Results for Child Well-Being were established 
that included 25 indicators to measure the current status of children and families 
and how trends emerge over time. The results and indicators were developed 
through a statewide process that engaged all stakeholders. This has allowed the State, 
in partnership with local jurisdictions, to evaluate the challenges that children face, 
select priority areas, set goals for improving child and family well-being, and monitor 
the impact of resources, such as services, programs and initiatives, both on the state 
and the local level. Each local jurisdiction, through the network of Local Management 
Boards (LMBs), is required to examine the same results and indicators on the 
jurisdictional level to establish local priorities. For example, one state result is 
“Babies Born Healthy”, with the indicators of infant mortality, low birth weight, and 
births to adolescents, which can be measured on the state level and disaggregated to 
the local level. Services that are then funded by Maryland’s Children’s Cabinet under 
this result area would have program measures established jointly by the state and the 
local jurisdiction to determine performance through process (e.g. number of families 
served or number of home visits), outputs (e.g. percentage of mothers that were 
enrolled pre-natally) and program level outcomes (e.g. rate of low birth weight for 
clients). In 2000 Maryland elected to focus on “Children Enter School Ready to 
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Learn” and has seen the statewide school readiness scores increase from 49% to 67% 
m 6 years. 

Policy Options: States can require that common measures are used across agencies, 
programs, and with local jurisdictions to publicly monitor child and family outcomes 
by adopting one of the following standards for commonality (listed in order of 
increasing effectiveness): 

• Across agencies 

• Across agencies and with local jurisdictions 


15.3 Protocols and mechanisms to share case information. 

Children and families are often in contact with more than one agency which 
necessitates the sharing of information between agencies to coordinate the delivery 
of services. Although the need to share information has been clear, there have been 
few strategies to facilitate this exchange. Wisconsin conducted a study to identify 
appropriate strategies which included a survey to determine the type and purpose 
of the information needed by various agency partners. Respondents from over 95% 
of the counties indicated that they needed information to “provide appropriate 
services, make appropriate decisions, assure public safety, validate information, 
improve continuity of care, assure accountability and improve competency 
development.” In order to accomplish these goals many states have relied upon 
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interagency agreements among the partners of a large collaborative or between 
two specific agencies. For example the Seattle Foster Care and Education Consortium 
is developing a system of shared databases between the Division of Children and 
Family Services and the Seattle Public Schools in order to identify youth in out-of- 
home care, trigger a timely records transfer each time a youth moves to a new 
school, and report on education outcomes such as test scores, attendance, GPA, 
and graduation status. These goals have been outlined in a Memorandum of 
Understanding signed by both agencies. 

However, information sharing has a number of barriers including technology 
incompatibility and confidentiality laws that agencies have been forced to overcome 
in an ad hoc fashion. Until recently there has been little guidance to assist the 
agencies on how to develop policies, protocols or agreements. In 2006 the federal 
Office of Juvenile Justice and Delinquency Prevention (OJJDP), U.S. Department of 
Health and Human Services (HHS), U.S. Department of Education (DOE) and the 
Substance Abuse and Mental Health Services Administration (SAMHSA) collectively 
developed “Guidelines for Juvenile Information Sharing” that lay out policy 
considerations, legal issues, process objectives, procedures and recommendations 
for implementation to guide the states in developing information sharing solutions. 
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Policy Options: States can require protocols and mechanisms for sharing case 
information across programs, agencies, and with local jurisdictions by adopting one 
of the following standards for commonality (listed in order of increasing effectiveness): 

• Across agencies 

• Across agencies and with local jurisdictions 


15.4 Integrated or coordinated case management and 
service delivery. 

Parents are frequently forced to act as a coordinator of services in most systems 
where agencies are separately located, often with a significant distance between them. 
These divisions lead to conflicting plans, services and timelines. Integrated or 
coordinated case management involves professionals working together in the same 
location blending services into a cohesive case plan. Case coordination is the 
cornerstone of the Wraparound process that has demonstrated remarkable outcomes 
with a wide variety of populations. A study of Wraparound in Nevada, which serves 
child welfare involved children and families, resulted in less restrictive environments, 
increased placement with family members and improvements in school attendance, 
school disciplinary actions, and grade point averages.’ ” 

Preliminary research of Child Advocacy Centers, which coordinate the child sexual 
abuse case management of child protection, law enforcement and mental health 
agencies, indicate fewer foster care placements for abused children, a reduction in 
the number of child abuse interviews for the victim (reducing re-trauma), improved 
collaboration between multiple government agencies and increased confessions, 
prosecution rates, and convictions for perpetrators. 

The Community Resources for Families program is a partnership between the Idaho 
Department of Health and Welfare and school districts that locates social workers in 
elementary schools. Social workers and school personnel jointly coordinate case 
management and referrals to community-based services, which was demonstrated 
to be effective in providing for the safety and well-being of children at risk of child 
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abuse and neglect. The Prince Hall Family Support Center in St. Louis, Missouri, 
established under the Department of Social Services, is located in a former hospital 
and staffed by 14 private agencies and five state agencies — Child Support 
Enforcement, Family Services, Office of Youth Development, Family Court and 
Division of Aging. The center has developed a uniform intake system, case 
management process and referral system. 
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Team staffing approaches and out-stationing of staff can also allow both child welfare 
and domestic violence treatment skills and practices to keep families safe. Michigan 
has provided funds for some domestic violence shelters to hire their own family 
preservation workers. These workers are able to work with families at risk of 
homelessness or living in abusive environments to reduce the risks and increase the 
mothers capacity to safely care for the child. At the same time, child abuse or neglect 
must be referred to the child welfare agency. 

The Massachusetts Department of Social Services (DSS) developed the position of 
domestic violence advocate to train child welfare staff to identify domestic violence, 
explore safe interventions, and find appropriate resources in the community. Over 
the years DSS developed a Domestic Violence Program unit based in the central 
office and staffed by domestic violence advocates or “specialists” and supervisors. 

DSS developed an agency-wide domestic violence protocol, but maintains that the 
specialists are key to its effectiveness . 111 

Resistance to integrated case management is largely based upon concerns about 
categorical funding, federal laws and program regulations. A recent review of 
potential barriers to service integration that reviewed federal statutes, regulations, 
and policy guidance on programs and funding revealed there are no major obstacles 
to cross-program integration. The authors concluded that federal guidelines provide 
significant support for combining services to provide more comprehensive, 
integrated services to families. 

Policy Options: States can require integrated or coordinated case management and 
service delivery across agencies and with local jurisdictions by adopting one of the 
following standards for commonality (listed in order of increasing effectiveness): 

• Across agencies 

• Across agencies and with local jurisdictions 

• Across agencies and with local jurisdictions that include experts to provide 
consultation and training 
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Policy Area 15: Interagency Collaboration Summary of Policy Options 


Policy Area 

Policy Options 

15.1 

Funding 

flexibility 

Promote funding flexibility across programs, agencies, and 
categorical funding streams through one of the following 
mechanisms (listed in order of increasing effectiveness): 

• Incentives and encouragement only 

• Decategorization and pooling only 

• Both decategorizing/pooling and incentives 

15.2 

Common result 
measures 

Require that common measures are used across agencies, 
programs, and with local jurisdictions to publicly monitor child 
and family outcomes by adopting one of the following standards 
for commonality (listed in order of increasing effectiveness): 

• Across agencies 

• Across agencies and with local jurisdictions 

15.3 

Protocols and 
mechanisms to 
share case 
information 

Require protocols and mechanisms for sharing case information 
across programs, agencies, and with local jurisdictions by 
adopting one of the following standards for commonality 
(listed in order of increasing effectiveness): 

• Across agencies 

• Across agencies and with local jurisdictions 

15.4 

Integrated or 

coordinated 

case 

management 
and service 
delivery 

Require integrated or coordinated case management and service 
delivery across agencies and with local jurisdictions by adopting 
one of the following standards for commonality (listed in order 
of increasing effectiveness): 

• Across agencies 

• Across agencies and with local jurisdictions 

• Across agencies and with local jurisdictions that include experts 
to provide consultation and training 
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Skilled and 
Stable Workforce 


A stable and highly skilled workforce is required to ensure the safety, permanence 
and well-being of children served through child welfare programs. Child welfare 
staff work with extremely vulnerable children and overwhelmed families, and they 
are critical participants in some of the most serious decisions possible in the lives 
of children and their parents. These responsibilities present significant stresses on 
the child welfare workforce, and in turn, the performance of these workers has 
enormous consequences for the lives of individual children and families and for 
the implementation of child welfare policies. 

Annual turnover of public child welfare staff is estimated to be from 20 to 40 
percent, and the average tenure for child welfare workers is less than two years. 
Although turnover varies among staff positions, there is little analysis of the 
differences. Private agencies provide a range of services that varies widely among 
states (80 percent of child welfare services in Illinois, for example), and these 
agencies are likely to experience even higher turnover than the public sector. 

According to surveys of child welfare administrators, agency reports, and academic 
studies, problems associated with high staff turnover are complex, multidimensional 
and widespread. The most severe problems identified in a 2004 by the American 
Public Human Services Association (APHSA) were: 

• Workloads and caseloads that are too high and/or too demanding; 

• After-hours and unpredictable work that interferes with personal and family life; 
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• Too much time spent on travel, transport, paperwork and other activities that 
take away from time available to work directly with families and children; 

• Insufficient service resources for families and children; 

• Workers not feeling valued by the agency; 

• Problems with quality of supervision; 

• Insufficient opportunities for promotion and career advancement; 

• Low salaries. 

High turnover is both a result of problems in the workplace and a problem in itself. 

It creates a cycle of recruitment, hiring, and training new staff that undermines 
agencies’ performance and outcomes for children and families. The effect ripples 
throughout the workforce as remaining staff must fill the vacuum left by departing 
colleagues. In addition to higher caseloads for existing staff during recruitment and 
hiring of new workers, the large number of authorized workers in training at any 
given time (up to 30 percent in some agencies) limits staff available to carry cases. 

Human resources experts estimate that the financial costs of replacing a single 
employee are about one-third to one-half of the exiting worker’s annual salary. 

A growing body of evidence documents the negative impact of child welfare 
workforce problems on children. A study of turnover among Milwaukee County 
private agency child welfare case management staff found that the more caseworker 
changes a child experienced, the lower his/her chances of achieving a permanent 
family Another study of 12 California counties revealed that county agencies with 
the highest turnover rates had about twice as many recurrences of child abuse or 
neglect. The Government Accountability Office (GAO) reports that worker 
turnover also can disrupt service continuity, especially when departing staff leave 
behind poor or insufficient information in case files. Along with large caseloads, 
worker turnover hinders achievement of key safety and permanency goals by 
delaying investigations and limiting worker visits. 

The first 27 state Child and Family Services Reviews (CFSRs) conducted by the 
federal government found a direct relationship between the consistency and quality 
of caseworker visits with children and families and the achievement of case outcomes 
evaluated in the reviews. High caseloads, training deficiencies and staffing shortages 
affected the achievement of at least one performance measure for every state and an 
average of nine measures per state. Reviewers also cited staff turnover and vacancies 
as affecting workers’ responsiveness to children and families and decreasing their 
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ability to help children achieve permanency 

States have implemented a variety of initiatives aimed at improving the stability and 
performance of the child welfare workforce, but very few have been fully evaluated. 

It is clear from agency reports and workforce data that a comprehensive approach 
with strategies directly focused on workforce improvement is required. 
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16.1 Monitoring and use of data to strengthen the 
workforce. 

Few child welfare agencies have detailed understanding of their child welfare 
workforce beyond the number and distribution of staff in specific job classifications; 
whether staff members meet basic requirements for hiring, retention, and promotion; 
and their salary levels. To develop and maintain a picture of the workforce, a range 
of additional information needs to be collected and monitored for various positions, 
units and even individual supervisor teams. Workforce data are essential for 
development of state-tailored strategies that will make a positive difference in 
retention and performance and respond to workers’ needs and concerns. 

Data that contribute to better understanding of the workforce and planning of 
strategies for improvement may include: 

• turnover data; 

• number, position, and location of staff eligible for retirement; 

• caseloads, workload analyses, and studies of how staff spend their time; and 

• race, ethnicity, and languages of staff. 

Other types of information that are essential to track are worker satisfaction and 
staff concerns, views and suggestions. Meaningful exit interviews, staff surveys, and 
routine two-way communication between management and staff help to monitor 
frontline challenges, identify strategies for improvement, and effectively implement 
workforce improvements. Feedback to staff completes a cycle that informs them 
about the response to their concerns and contributes to a continuous workforce 
improvement process. 

In 2003, Texas legislation required the Department of Protective and Regulatory 
Services (now known as the Department of Family and Protective Services) to 
develop a human resources management plan designed to improve employee 
morale and retention. 

As part of a child welfare workforce planning initiative, the Arizona Department 
of Economic Security Division of Children, Youth and Families is developing a 
workforce data scorecard. A variety of data about staff are being collected by human 
resources partners, routinely updated and shared with child welfare district managers, 
supervisors and other staff, as well as central office administrators. In addition, exit 
interviews and staff satisfaction surveys are being streamlined and improved. The 
data directly inform a workforce planning model that features a partnership between 
child welfare and human resources staff. 
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Policy Options: States can promote the strength of the workforce by adopting one 
of the following policies (listed in order of increasing effectiveness): 

• Exit surveys, periodic staff surveys and other agency communication strategies 
are conducted to monitor challenges, views and recommendations of staff. 

• Data regarding the status, characteristics, and views of the workforce are 
systematically and routinely monitored. 

• Quantitative and qualitative data are used to develop plans for strengthening the 
workforce. 


16.2 Caseload limits for frontline workers. 

A range of federal and state studies shows a connection between caseloads and 
workloads, service effectiveness and caseworker retention. Findings of the federal 
Child and Family Services Reviews (CFSRs) demonstrated more positive safety and 
permanency outcomes when child welfare workers have more contact with the 
children and families they serve. GAO analysis of federal CFSRs corroborated 
caseworker accounts that large caseloads and worker turnover delay the timeliness 
of investigations and limit the frequency of worker visits with children. Caseworkers 
reported that staffing shortages and high caseloads have had detrimental effects on 
their abilities to make well-supported and timely decisions regarding childrens safety 
and force them to focus only on the most serious circumstances of abuse and 
neglect. ’ Child welfare officials in 35 states interviewed by the GAO reported 
having trouble recruiting and retaining caseworkers because many caseworkers are 
overwhelmed by large caseloads. 

Among state studies, a New Hampshire audit of the foster care system found that 
excessive workloads hindered the child welfare agency’s ability to provide quality 
services and recommended that the division develop and adhere to workload and 
caseload standards. The Florida Senate Committee on Children and Families 
conducted a two year study of turnover among child protection investigators 
and supervisors and concluded that the primary cause was excessive caseloads 
and workloads. ’ 

Child welfare administrators report that workload is an ongoing concern. Eighty-one 
percent of 2005 APHSA survey respondents viewed excessive workloads as a highly 
problematic retention issue. They also ranked it as a main factor impacting recruitment, 
since salaries are not viewed as compensatory for the highly perceived workload. To 
compound the pressure, high turnover and staffing shortages further increase workload 
of remaining staff, resulting in delayed maltreatment investigations, fewer worker visits 
with children and their families, limited opportunities for relationship-building, and 
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hastened decision-making that affect systems’ abilities to ensure the safety and 

389 

placement stability of children served. 

The average caseload for child welfare workers has been reported at between 24 

390 

and 31 children, with a range in caseloads from 10 to 100 children per worker. 
California managers interviewed by the GAO stated that caseworkers often handle 
twice the number of cases recommended. At the same time, children and families 
that workers serve face increasingly complex situations often including poverty, 
drug or alcohol abuse, mental illness, and other difficult problems. 

The Child Welfare League of America suggests a caseload ratio of 12 to 15 children 
per caseworker, depending on the level of service required for each child. Factors to 
be considered in determining appropriate caseload size include the complexity of 
childrens and families’ needs, the worker’s level of competency, the functions 
assigned and the time required for case-related activities, and the geographic area 
served. 

Legislatures are frequently called upon to appropriate funds in order to lower 
caseloads. In 2004 alone, Alaska, Nebraska, North Carolina and West Virginia 
appropriated funds for new positions to lower caseloads. As part of comprehensive 
child welfare legislation enacted in 2003, Arizona lawmakers appropriated almost 
$2 million to meet national staffing standards for public child welfare caseloads. 

In 2005, legislators again appropriated an increase of $8.7 million for additional 
positions and required the Department of Economic Security to submit specific 
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child welfare caseload standards. 

In 2005, new caseload caps were mandated to take effect in Indiana in 2008: 

• For caseworkers assigned only initial assessments, including investigations, 

12 active cases per month per caseworker; 

• For caseworkers assigned only ongoing cases, 17 active children per caseworker; 
and 

• For caseworkers assigned a combination of initial assessments (including 
investigations) and ongoing cases, four investigations and 10 active ongoing cases 
per caseworker. 

Also in 2005, the Maryland child welfare agency was required to meet Child Welfare 
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League of America caseload standards and funding was appropriated for that purpose. 
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Policy Options: States can adopt and fund the implementation of one of the 
following policies (listed in increasing order of effectiveness): 

• Caseloads do not exceed other standards set by the state. 

• Caseloads do not exceed Child Welfare League of America standards. 


16.3 Appropriate supervisor to staff ratios. 

By investing in strong supervision and support for caseworkers, policymakers can help 
improve the quality of case planning, decisions, and services for children and families 
while alleviating the cycle of frontline staff turnover. Skilled supervisors who are 
available and accessible also contribute to the safety of workers serving children and 
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families in crisis. Numerous research studies, staff surveys and agency performance 
reviews indicate that supervision has an enormous impact on workers and the quality 
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of their work. The majority of states with the most improved data indicators in their 
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CFSR Performance Improvement Plans (PIPs) included strengthening supervision. 

The GAO found that supervisory support either motivated caseworkers to stay 
despite the stress and frustration of the job or that lack of supervisory support was 
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a critical factor in their decision to leave. In the 2004 APHSA survey, state child 
welfare agency administrators ranked strong supervision as the most important 
organizational and personal factor contributing to staff retention and among the 
top three actions and initiatives that child welfare agencies must take to retain 
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caseworkers. 

The role of supervisors is to provide administrative, educational, and supervisory 
support to staff. Supervisors who work with the employee each day enhance critical 
thinking, model evidence-based practice, and help establish a culture of excellence. 
Key functions include: 

• Assigning cases, 

• Monitoring caseworkers’ progress in achieving desired outcomes, 

• Providing feedback, direction and guidance to help workers develop their skills, 

• Recognizing and responding to the needs and concerns of caseworkers, such as 
emotional, safety and workplace issues; 

• Analyzing and addressing practice problems and barriers, 

• Reviewing and making decisions about cases. 

Because they provide a bridge between the frontlines and management, supervisors 
have an important responsibility to enhance two-way communication and to inform 
policy decisions with lessons from frontline staff. They also have a critical role in 
establishing agency credibility and building organizational and community expertise. 
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Adequate supervisor to staff ratios help to ensure that workers have the level of 
supervision and support they need and allow supervisors to provide consultation 
and coaching for frontline staff. The GAO found that lack of adequate supervisors 
and supervisor workloads interfere with supervisors’ ability to provide the necessary 
oversight, and to impact staff effectiveness; thereby contributing to poor staff morale. 
Often, to relieve high caseloads for workers, supervisors carry a caseload of their 
own — a practice that further inhibits their ability to coach and supervise staff. 

Standards developed by the Child Welfare League of America state that supervisor 
to child welfare caseworker ratios should not exceed one to five at any given time. 
Standards of the Council on Accreditation are generally one to eight. However, the 
appropriate ratio depends on the qualifications of the caseworker and the supervisor, 
the complexity and intensity of activities and/or services, and other agency 
responsibilities. 

Class action lawsuits in DC, GA, and NJ have led to the development of caseload 
standards of one supervisor to six caseload-carrying social workers including case 
aides, or five caseworkers at any given time. A collective bargaining agreement 
between the Commonwealth of Massachusetts and an alliance of human services 
unions in 2001 specified a supervisor to caseworker ratio of one to five. Like most 
states, Iowa has struggled with having an adequate number of trained supervisors. 
However, legislative funding has allowed the agency to recruit, train and retain 
additional supervisors. 

Policy Options: States can mandate that supervisor to staff ratios do not exceed 
nationally acceptable standards. 


16.4 Supervisor competencies and support. 

Not only are adequate numbers of supervisors necessary for child welfare system 
performance, supervisors must have appropriate skills and access to the supports 
they need. Due to high staff turnover, some states report that caseworkers with only 
three years of experience are often promoted to supervisory positions, and newly 
promoted supervisors report that they feel poorly prepared for the job. 

At the same time, training for supervisors results in increased worker satisfaction, 
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reduced preventable turnover and improved practice and outcomes. Programs that 
improve supervision through leadership development and specific mentoring 
relationships appear to aid in staff decision making and reduce staff stress related to 
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effectively handling their cases. With federal grant funding, the Southern Regional 
Quality Improvement Center (SRQIC) for Child Protection focused a 5-year program 
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of research and demonstration projects in four states on identifying innovations in 
supervisor practice that would produce positive outcomes. 

• In Mississippi, an approach that promoted best practices, teamwork, and the 
development of clinical supervision skills led to improved perceptions among 
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worker of their effectiveness and reduced turnover.c 

• In Missouri, a demonstration project in which workers observed supervisor 
models in actual and simulated treatment interventions led to both better case 
outcomes and to improved practice and morale among workers. 

• In Arkansas, supervisors who participated in field-based mentoring, structured 
case review, and online tutorials reported positive changes in their practice and 
in that of their caseworkers. 

After Arizona State University conducted a needs assessment of supervisors in the 
Arizona child welfare agency, the department and agency developed supervisor 
circles as part of ongoing, required supervisor training. Supervisors meet quarterly 
with their peers and their supervisors; they staff cases together, practice their 
decision-making skills, and obtain information on new agency policies and practices. 
As supervisors then pass on the skills and information to case workers, they help 
integrate better decision-making throughout the agency. 

Policy Options: States can authorize and fund training and supports for supervisors 
using 1, 2, or 3 of the following approaches: 

• Regular, ongoing supervisor training 

• Field-based mentoring for supervisors 

• Supervisor circles 


16.5 Workplace technological tools and administrative 
supports. 

In addition to quality supervision, other supports can help improve worker 
communication and relieve the administrative burdens of case documentation. In 
turn, these supports may help boost morale, retention, and performance. In addition, 
tools that reduce the time workers spend on paperwork, documentation and other 
administrative tasks can increase the time available to work directly with children 
and families. 

According to the GAO, some workers report that they spend between 50 and 80 
percent of their time completing paperwork. Illinois caseworkers report that they 
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must complete more than 150 forms for each child in their caseloads. 
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Agencies have developed a variety of strategies for relieving the burden of documentation 
for caseworkers. Alabama and Oregon are among those jurisdictions where public 
agency caseworkers deliver their notes from field visits to support staff, which then 
enter the information into the state data system. Other agencies use call-in clerical 
services for this function, rather than child welfare agency staff. Iowa caseworkers 
use electronic tablets in the field to document their activities in a single step. 

One of the goals of Iowa’s legislatively authorized child welfare redesign was to 
reduce unnecessary paperwork for frontline staff. The Department of Human 
Services identified critical decision-making points for caseworkers, how decisions 
and actions are documented, and how the information is used. Planners then 
developed the Statewide Automated Child Welfare Information System (SACWIS) 
as a case management tool by aligning data reporting with critical case decision 
points. The system provides guidance for decision making by connecting workers 
with relevant policies and procedures as they provide services and document their 
actions. It also helps to ensure that critical information such as risk assessment 
findings, court hearing schedules, and reports are integrated into the child’s case plan 
and passed along to appropriate staff. The system has helped to reduce paperwork, 
eliminate duplicative practices, and increase communication. 

Access to cell phones, pagers, laptops, and other equipment allows workers to 
complete work during the downtime that occurs between appointments and court 
procedures and to stay in touch with office information and supervision. As part of 
Florida’s efforts to improve child protective services, investigative staff are supplied 
with cell phones, digital cameras, and laptops. 

Policy Options: States can enhance technological tools and administrative supports 
needed for documentation and communication by authorizing and funding either 
or both the following resources: 

• Workers in the field equipped with wireless technology, such as laptops, PDAs, 
and other technological tools. 

• Clerical staff or other resources allocated to enter data and document casework. 

16.6 Minimum education standards. 

Several studies report that caseworkers with Bachelor’s of Social Work (BSW) and 
Master’s of Social Work (MSW) degrees have higher job performance and lower 
turnover rates. In one study, child welfare staff with BSW and MSW degrees were 
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found to be more effective in developing permanency plans. Other research 
suggests that caseworkers with social work education and greater experience are 
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better able to facilitate permanency than their peers. 
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The National Association of Social Workers standards for caseworkers recommend 
that child welfare administrators and supervisors have an MSW and previous child 
welfare experience, and that direct service workers have, at least, a BSW from an 
accredited school of social work. However, a 1998 national child welfare workforce 
survey found that fewer than 15 percent of child welfare agencies required 
caseworkers to hold either bachelors or masters degrees in social work. The 2004 
American Public Human Services Association (APHSA) survey of state child welfare 
administrators indicated that most states require a Bachelor’s degree — although not 
necessarily a BSW — for all workers and supervisors who carry cases. Only two 
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states reported requiring a Masters degree for supervisors. 

Policy Options: States can promote higher job performance and staff retention by 
requiring one or both of the following minimum education standards. 

• BSW or BA in a human services field is required for entry level caseworkers 

• MSW/MA is required for frontline supervisors 

16.7 Opportunities and incentives for education, training 
and professional development. 

Child welfare administrators rate improved pre-service training, orientation, in- 
service training, and educational opportunities among the most effective strategies 
for retaining workers. Although few programs have been rigorously evaluated, both 
workers and administrators report that high quality training and other professional 
development are important for recruitment, retention, and effective practice. 

At the same time, workers from public and private agencies identify many shortfalls in 
the training and professional development opportunities offered. New worker training 
often fails to prepare caseworkers to do their jobs. Effective training, continuing 
education, and professional development opportunities are frequently lacking or 
inaccessible. For example, Kentucky caseworkers report that they do not participate in 
optional professional development opportunities because casework accumulates while 
they are in training. California staff said that a program designed to allow part-time 
work while they pursue an MSW is not practical because caseloads are not reduced 
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and performance expectations do not change despite fewer work hours. 

States have developed a variety of strategies for providing opportunities and 
incentives for education, training and professional development. Dozens of states 
have used state funding combined with federal Title IV-E training dollars to form 
partnerships with universities and schools of social work to provide education and 
incentives for social work students to join the child welfare field and to train current 
caseworkers. Students receive tuition stipends in exchange for a commitment to 
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work in a public child welfare agency for a minimum, specified time — usually 
one to two years post education/graduation. In Kentucky and California, 86 and 
85 percent of participants respectively continue their work beyond their minimum 
commitment. 

Loan forgiveness, another highly rated strategy, allows a person who has master’s 
education or is working toward a degree in social work or a related field to get part 
of their college education loan forgiven, if they commit to working for a public or 
private child welfare agency during or upon completion. For example, the Illinois 
Child Welfare Student Loan Forgiveness Program, created by the State Legislature 
in 2005, provides loan forgiveness for eligible students for upper-division 
undergraduate and graduate study in an approved social work or human services 
degree program. The maximum loan time period is two years and the maximum 
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loan amount is $4,000 for undergraduate study and $8,000 for graduate study. 

Kentucky has developed a range of strategies aimed at providing opportunities and 
incentives for professional development and training: 

• A control group study demonstrated better job preparation of participants in the 
Kentucky pilot Public Child Welfare Certification Program (PCWCP). This program 
is a baccalaureate social work education and skills development program that 
Kentucky’s public child welfare agency and a consortium of the state’s schools 

of social work jointly created and sponsored. The program features common 
curricula, practicum in child welfare agencies, completion of agency training 
for new workers before graduation, agency/faculty/student retreats, tuition and 
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stipends, and two-year work commitments to the public agency after graduation. 
Three years of studies reveal an 87 percent retention rate for graduates compared 
to 33 percent for non-participants, better permanency decisions and overall 

415 

practice, and fewer reports of feeling overwhelmed by the job. 

• Another Kentucky program that pays tuition and a small stipend for MSW 
students also demonstrated a two-year retention rate of close to 87 percent. 

• A unique Kentucky agency-university collaboration called Credit for Learning 
allows workers to earn graduate school credit for completion of specially 
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designed courses offered by the agency Training Academy. In addition, distance 
learning strategies, lodging for required training, and other strategies are used to 
make some training and professional development courses accessible for staff in 
rural areas of the state. 
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Policy Options: States can authorize and fund 1, 2, 3, or 4 of the following supports 
and incentives for education, training and professional development: 

• Loan forgiveness 

• Tuition reimbursement 

• Stipends 

• Other incentives and opportunities for graduate professional education 


16.8 Education, training and professional development 
strategies that address critical practice issues. 

Social work education, training and other professional development are intended to 
ensure that child welfare staff develops the general skills required to help children 
and families thrive. However, many staff reports that they do not feel adequately 
prepared for the specific work they do. 

The National Association of Social Workers (NASW) standards state that workers 
require “knowledge related to child development, parenting issues, family dynamics, 
community/local systems where the client resides, and cultural competency 
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standards and practices.” Other content areas that experts recommend include 
child and family screening and assessment, family protective factors, and the impact 
of trauma on social and emotional development. 

To help children and families obtain the assistance they need, workers also need 
knowledge of how child welfare and other systems work and tools for navigating 
benefits and services. Staff surveys, focus groups, performance reviews and exit 
interviews can provide opportunities for workers and their supervisors to identify 
specific issues and areas that need to be addressed in training and professional 
development. For example, there is evidence that child welfare agencies, case 
workers and caregivers lack knowledge of Medicaid coverage, rules, or how to 
access services for children. Two national surveys of state agencies revealed that 
the eligibility policy for children in foster care reported by the state Medicaid agency 
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is not consistent with Medicaid policy as reported by child welfare agencies. 

The inconsistency in understanding caseworkers and caregivers who lacked basic 
information about the Medicaid program, received very little training regarding 
Medicaid services for foster children, and did not have the necessary tools to 

419 

navigate the Medicaid system. 

Collaborative development and delivery of education and training with other experts 
can help child welfare workers develop the full contingency of skills needed to 
address specific problems that children and families experience. Because child 
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welfare and domestic violence programs share the goal of violence-free families, 
collaboration between the two may be especially strategic for preventing harm while 
keeping children with their non-abusing parent, safety planning for the child and 
family, and protection of child welfare workers. All state child welfare workers in 
Massachusetts are trained in how to recognize domestic violence in their cases and 
how to work with these families. In Michigan, through Families First, a domestic 
violence training curriculum developed specifically for family preservation workers 
allows them to respond more effectively to families referred by child protective 
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services. 

Policy Options: States can authorize and fund training in accordance with either 
or both of the following requirements: 

• Annual training and professional development for child welfare staff is required 
and in-service training curricula include content areas identified by national 
standards, experts, workers and supervisors as critical to achieving positive 
outcomes for children and families. 

• Child welfare staff receives training in assessment, prevention and response 
to domestic violence within families involved with the child welfare system. 


16.9 Adequate compensation and opportunities for 
advancement. 

Child welfare salaries are deterrents to both recruitment and retention of skilled staff. 
Even though surveys of state child welfare agency administrators indicate that staff 
salaries have increased in the past several years, they have not kept pace with the 
cost of living. Perhaps more importantly for recruitment and retention, child welfare 
compensation remains significantly lower than salaries of public and private 
professionals with related qualifications or with comparable stress levels and 
decision-making responsibilities, such as nurses, public school teachers, policy 
officers and firefighters. The average annual salary of a child protective service 
worker in 2003 was $35,553 — $10,570 less than that of a teacher and $17,257 
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less than that of a registered nurse. 

Because low salaries contribute to limited applicant pools, they can present special 
challenges for recruitment of staff in certain geographical areas and for serving 
bilingual clients. According to Texas officials, counties in rural areas with large 
Spanish-speaking and Native American populations do not pay adequate salaries to 
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successfully recruit qualified staff that are bilingual or sensitive to local cultures. 
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States also report sizeable compensation disparities within the child welfare 
profession. A South Carolina study, for example, found that salaries for public 
agency caseworkers were almost twice those of direct care workers in private 
agency residential programs. 

A career ladder provides promotional opportunities through structured mobility in 
job series and contributes to staff recruitment and retention. Fewer than half the state 
child welfare administrators responding to the 2004 American Public Human 
Services Association (APHSA) survey reported that their state provides promotional 
opportunities through structured mobility in job services (a ‘career ladder’) for 
various child welfare staff positions and only 1 1 reported a career ladder for child 
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welfare supervisors. 

Legislators in several states have funded salary increases as part of efforts to improve 
child welfare services. In Tennessee, for example, the state provided $3.2 million for 
salary enhancements in FY 2005, which were matched with $1.2 million in federal 
funds. In 2003, Florida legislators appropriated more than $30 million in state and 
federal funds for pay adjustments and authorized bonus payments. 

Stipends and differential pay for bilingual workers help child welfare agencies 
respond to the cultural and linguistic diversity of families and children with whom 
they work by attracting staff with needed skills, encouraging workers to improve 
their skills, and rewarding employee efforts. Thirty-eight California counties offer 
a pay differential for bilingual social workers. The Arizona Department of Economic 
Security offers a stipend for frontline child welfare staff and supervisors who are 
proficient in Spanish, Navajo, Hopi, or sign language. In fiscal year 2004, 252 
employees in Arizona took a verbal fluency exam administered by an independent 
contractor, and 191 were certified as bilingual. In El Paso County, Colorado, the 
Department of Human Services uses salary differentials for bilingual staff specifically 
to promote workforce diversity. 

Policy Options: States can authorize and fund compensation in accordance with 
1, 2, or 3 of the following policies: 

• Salaries of state child welfare staff are equal to those of other professionals with 
related qualifications. 

• Career ladders provide promotional opportunities for child welfare agency staff. 

• Stipends or differential pay reward bilingual staff for their skills. 
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16.10 Worker safety and protection. 

There is evidence that child welfare field staff sometimes face serious threats to their 
safety. The National Association of Social Workers found that 19 percent of child 
welfare practitioners have been victims of violence and 63 percent have been 
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threatened at some point in their careers. A study by the American Federation of 
State, County and Municipal Employees (AFSCME) reported that more than 70 
percent of frontline caseworkers had been victims of violence or threats of violence 
while in the line of duty. In a peer exit interview process conducted in Texas, 90 
percent of child protective services employees reported that they had experienced 
verbal threats, 30 percent had experienced physical attacks, and 13 percent had been 
threatened with weapons. 

Safety strategies recommended by experts range from training in interview and 
assessment techniques that help workers gauge and diffuse the risk of violence to law 
enforcement escorts when potential for violence is high. Increasingly, cell phones or 
pagers that ensure workers’ whereabouts are known and allow calls for back-up are 
considered essential to the safety of staff in the field. Other measures include 
availability of staff or supervisor back-up and team approaches, especially at times 
when safety may be an issue. 

California, New Jersey and Washington have adopted safety guidelines for social 
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workers and caseworkers. In Washington, legislation required establishment of an 
agency workgroup to develop policies and protocols to address the safety of child 
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protective services and child welfare staff. Kentucky legislation provided $3.5 
million to fund security improvements at state child welfare offices, “panic buttons” 
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for staff, and global positioning system capabilities to locate staff in the field. 

Policy Options: States can authorize and fund 1, 2, 3, or 4 of the following safety 
measures: 

• Workers receive training in techniques for assessing the potential for danger and 
diffusing violence. 

• Workers in the field are equipped with cell phones, pagers, and/or global 
positioning systems. 

• Law enforcement escorts, staff teaming, and/or supervisor back-up are used when 
safety risks are indicated. 

• Security procedures and safeguards are in place at child welfare agency offices 
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Policy Area 16: Skilled and Stable Workforce Summary of Policy Options 


Policy Area 

Policy Options 

16.1 Monitoring and 
use of data to 
strengthen the 
work-force 

Promote the strength of the workforce by adopting one of the 

following policies (listed in order of increasing effectiveness): 

• Exit surveys, periodic staff surveys and other agency 
communication strategies are conducted to monitor 
challenges, views and recommendations of staff. 

• Data regarding the status, characteristics, and views of the 
workforce are systematically and routinely monitored. 

• Quantitative and qualitative data are used to develop plans 
for strengthening the workforce. 

1 6.2 Caseload limits 
for frontline 
workers 

Adopt and fund the implementation of one of the following 
policies (listed in increasing order of effectiveness): 

• Caseloads do not exceed other standards set by the state. 

• Caseloads do not exceed Child Welfare League of America 
standards. 

1 6.3 Appropriate 

supervisor to 
staff ratios 

Mandate that supervisor to staff ratios do not exceed nationally 
acceptable standards. 

1 6.4 Supervisor 

competencies 
and support 

Authorize and fund training and supports for supervisors using 
1, 2, or 3 of the following approaches: 

• Regular, ongoing supervisor training 

• Field-based mentoring for supervisors 

1 6.5 Workplace 

technological 
tools and 
administrative 
supports 

Enhance technological tools and administrative supports needed 
for documentation and communication by authorizing and 
funding either or both the following resources: 

• Workers in the field equipped with wireless technology, such 
as laptops, PDAs, and other technological tools. 

• Clerical staff or other resources allocated to enter data and 
document casework. 

1 6.6 Minimum 
education 
standards 

Promote higher job performance and staff retention by requiring 
one or both of the following minimum education standards. 

• BSW or BA in a human services field is required for entry 
level caseworkers 

• MSW/MA is required for frontline supervisors 

1 6.7 Opportunities 

and incentives 
for education, 
training, and 
professional 
development 

Authorize and fund 1, 2, 3, or 4 of the following supports and 
incentives for education, training and professional development: 

• Loan forgiveness 

• Tuition reimbursement 

• Stipends 

• Other incentives and opportunities for graduate professional 
education 


Policy Area Policy Options 


Continued on page 169 
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Policy Area 16: Skilled and Stable Workforce Summary of Policy Options 


Policy Area 

Policy Options 

1 6.8 Education, 
training and 
professional 
development 
strategies that 
address critical 
practice issues 

Authorize and fund training in accordance with either or both 
of the following requirements: 

• Annual training and professional development for child welfare 
staff is required and in-service training curricula include content 
areas identified by national standards, experts, workers and 
supervisors as critical to achieving positive outcomes for children 
and families. 

• Child welfare staff receives training in assessment, prevention and 
response to domestic violence within families involved with the 
child welfare system. 

1 6.9 Adequate 

compensation 

and 

opportunities 

for 

advancement 

Authorize and fund compensation in accordance with 1, 2, or 3 
of the following policies: 

• Salaries of state child welfare staff are equal to those of other 
professionals with related qualifications. 

• Career ladders provide promotional opportunities for child 
welfare agency staff. 

• Stipends or differential pay reward bilingual staff for their skills. 

16.10 Worker 

safety and 
protection 

• Authorize and fund 1, 2, 3, or 4 of the following safety measures: 

• Workers receive training in techniques for assessing the potential 
for danger and diffusing violence. 

• Workers in the field are equipped with cell phones, pagers, and/ 
or global positioning systems. 

• Law enforcement escorts, staff teaming, and/or supervisor back- 
up are used when safety risks are indicated. 

• Security procedures and safeguards are in place at child welfare 
agency offices. 
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